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ABSTRACT
Ongoing Potentially Traumatic Stress (OPTS) as a result of violence and insecurity along the
U.S./México border remains understudied. Many residents of the border may be both indirectly
and directly exposed to potentially traumatic events on an ongoing basis, particularly in the city
of Cd. Juárez, México. The present study examined the impact of the violence and insecurity on
daily traumatic stress levels and the potential for self-medication via alcohol, cigarettes, and
illicit drugs within Spanish speaking young adult residents and commuters to Cd. Juárez,
Chihuahua, México. Participants (N = 121) completed multiple online reports of location in and
travel to Cd. Juárez, degree of exposure to potentially traumatic events in terms of objective
exposure and subjective exposure (degree of daily fear, helplessness, and horror experienced), as
well as daily traumatic stress symptoms, prior lifetime exposure to trauma, mood and anxiety
symptomology, overall stress, general coping strategies, and access to social support. Daily selfmedication perceptions and daily reports of alcohol, cigarette, and illicit drug use were also
assessed. Results suggest participants had an extensive degree of prior exposure to trauma in the
community. Ongoing traumatic stress (OTS) scores were associated with subjective experiences
of fear, helplessness, and horror, as well as past 30 day PTSD symptoms attributed to the
ongoing violence and insecurity. Common risk factors and buffers to traumatic stress were all
unrelated to daily traumatic stress levels in multivariate models. Participants also evidenced a
pattern of perceived self-medication of traumatic stress, though actual substance use reported by
participants was unassociated with traumatic stress levels. OTS likely represents a distinct form
of traumatic stress affecting many in locations experiencing ongoing conflict and insecurity—
particularly those affected by the ongoing cartel and army related violence in Cd. Juárez,
Chihuahua, México.
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INTRODUCTION
The basic human need for safety and security comes second only to very basic
physiological needs such as adequate food and water (Maslow, 1943). The ongoing violence
occurring along the U.S./México border (USMB) represents a fundamental impairment in safety
and security for communities in this region. Community violence of this sort can have far
reaching psycho-social and economic consequences in general (Hanson, Sawyer, Begle, &
Hubel, 2010; O‘Brien, 2010) and for Latin America specifically (Michultka, Blanchard, &
Kalous, 1998). In particular, Ciudad Juárez, Chihuhua, México has been the site of
unprecedented violence in North America, prompting consideration as one of the most dangerous
cities in the world (CNN World, 2010). The trend in violence is not only unprecedented in this
city, much less North America, but also shows little sign of abatement. The impact of such
violence is also not isolated to a small proportion of the population. Rather, it is widespread
among one of the largest cities in North America; Ciudad Juárez is a city of approximately 1.3
million people according to the most recent census (Instituto Nacional de Estadística y Geografía
[INEGI], 2005).
Characterizing Violence and Insecurity Along The U.S./México Border
The ongoing forms of insecurity take countless forms (cf. U.S. Department of State,
2010). While the surge in violence originally emanated from narco-trafficking violence between
the Juárez and Sinaloan cartels in late 2007 and 2008, the violence has since become more
widespread as local security forces have become overwhelmed or themselves targeted. As a
result, the Mexican Army was mobilized to quell the violence (Cardona, 2009). The presence of
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this force gives a feeling of occupation, and anecdotal reports suggest the Army is as much a
source of frustration and fear as the presence of cartel related violence in the city.
The reported murder rate in local papers regularly exceeds 7 individuals per day,
although many bodies appear to be discovered at a later time, suggesting that news reports of
murders may underestimate the true murder rate. Nevertheless, the insecurity and violence that
plagues Cd. Juárez (CJ) takes many other forms as well—many of which may be more salient to
community members such as kidnapping of loved ones (Gallegos, 2010), extortion of businesses
(Villalpando, 2010), arson of businesses that have not payed ―cuotas‖ to organized crime and
threats of attack (Orquiz, 2010), as well as countless other forms of abuse experienced by many
people in Cd. Juárez and in surrounding municipalities (U.S. Department of State, 2010).
Conceptualizing reactions to violence and insecurity. Disability as a result of extreme
stress reactions may be commensurate with other serious health conditions including
hypertension, diabetes, and arthritis in its cost to society (Kalia, 2002). The psycho-social and
health consequences are especially high for individuals affected by traumatic stress (Hidalgo &
Davidson, 2000; Kessler, 2000). Society as a whole is also affected by individuals‘ traumatic
stress exposure. Higher physical health and medical costs, higher mental health costs, higher
legal costs, more work impairment and workdays missed are examples of consequences of
personally experienced trauma which affect not only the individual, but also the family, the
economy, and the broader society (Chan, Air, & McFarlane, 2003; Kessler & Frank, 1997;
McCrone, Knapp, & Cawkill, 2003).
The threat of murder, kidnapping, and general harm to one‘s self and one‘s loved ones
can be reasonably considered a form of traumatic stress (American Psychiatric Association
[APA], 2000; Carlson & Dalenberg, 2000). Likely fulfilling a criterion for traumatic stress, the
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ongoing violence may promote a degree of fear, helplessness, and horror (Brewin, Andrews, &
Rose, 2000) for many at risk of exposure as a result of simply living in or frequently traveling to
an extremely violent environment.
Post-Traumatic Stress Disorder (PTSD) serves as a reasonable starting point for
conceptualizing ongoing traumatic stress as a result of the violence and insecurity in Cd. Juárez.
While a number of psychological symptoms may manifest after exposure to trauma (cf. de Jong,
Komproe, Spinazzola, van der Kolk, & Van Ommeren, 2005; Dorahy et al., 2009), PTSD
diagnostic criteria provide a reasonable rubric for conceptualizing potential post trauma reactions
(POST) as a result of community and army related violence (CARV) in Cd. Juárez. PTSD
diagnosis entails 6 criteria within the Diagnostic and Statistical Manual IV-TR (DSM-IVTR): the
existence of a traumatic stressor(s) (Criterion A1) in which feelings of fear, helplessness, or
horror could be felt (Criterion A2); re-experiencing of the event or intrusion of the event into
daily thoughts (Criterion B), avoidance of situations perceived to be similar to the traumatic
event, as well as psychological numbing to daily life experiences (Criterion C), hyper-arousal to
the surrounding environment (Criterion D), a length of duration of more than 1 month of
experienced symptoms (Criterion E), and psycho-social impairment as a result of Criterion B-D
symptomology (Criterion F) (American Psychiatric Association [APA], 2000; Asmundson et al.,
2000; Cox, Mota, Clara, & Asmundson, 2008).
In the absence of diagnosis by a trained clinician, probable PTSD can be stipulated based
on self-report of symptoms (e.g., Bernstein et al., 2007; Galea et al., 2003; Mitka, 2008), and
agreement between probable PTSD and clinical interview is strong in both adults (Galea et al.,
2003; Pulcino et al., 2003; Vlahov et al., 2002) and youth (Pfefferbaum, Stuber, Galea, &
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Fairbrother, 2006). In the absence of resources for clinical assessment, Post-Traumatic Stress
(PTS) can still be assessed to a reasonable degree.
Partial post-traumatic stress disorder. Community surveys indicate that partial PTSD
is more common than full PTSD in both U.S. adolescents (Pfefferbaum et al., 2006) and U.S.
adults (Galea et al., 2003; Stein, Walker, Hazen, & Forde, 1997). In México, more than 1 in 5
people may meet criteria A through D for PTSD at some point in their lives (Norris, Murphy,
Baker, & Perilla, 2003a). Yet, there exists a large degree of variability in partial PTSD
symptomology (Schützwohl & Maercker, 1999; Yarvis, Bordnick, Spivey, & Pedlar, 2005). For
example, requiring three specific symptoms within the avoidance and numbing symptom cluster
(Criterion C) may be too stringent for many individuals who may be suffering significant
impairment as a result of trauma (Mylle & Maes, 2004). Those without full PTSD may still
exhibit intrusive thoughts, hyper-arousal, and avoidance, though may have limited numbing
symptomology (Foa, Riggs, & Gershuny, 1995). In terms of social functioning at work, school,
and at home, individuals with partial PTSD also evidence significant impairment (Stein et al.,
1997; Zlotnik et al., 2002). Given this symptom profile variability, significant impairment from
partial PTSD may still be observed. In addition, there exists a relatively linear increase between
the number of PTSD symptoms and the development or manifestation of comorbid anxiety
disorders, major depression, and potential suicidality (Marshall et al., 2001). Altogether, even
those not meeting the most stringent criteria for full PTSD are still likely to suffer to a significant
degree.
Theoretical framework. The diathesis-stress model of reactions to trauma must
integrate prior risk factors and vulnerabilities to trauma, peri-event reactions, and post-trauma
dynamics (Elwood, Hahn, Olatunji, & Williams, 2009). A theoretical framework which
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reasonably addresses this diathesis stress conceptualization of traumatic stress reactions is
Contemporary Learning Theory ([CLT] Mineka & Zinbard, 2006). Figure 1 presents the
conceptualization of ongoing traumatic stress within this theoretical framework. CLT considers
traumatic stress in stages of time consistent with those outlined by Elwood and colleagues
(2009): pre-trauma risk factors and vulnerabilities (PRE), peri-trauma reactions (PERI), and
post-trauma symptoms and resources which buffer trauma impact (POST). CLT posits that PRE
considerations are unconditioned stimuli with respect to traumatic stress. Subsequent to
experiencing a traumatic event (a relatively unconditioned stimulus), PERI considerations
become relevant and include the subjective impact of the traumata on the individual, the degree
of exposure, and the degree of perceived controllability of the event. POST considerations
include the specific bio-psycho-social symptoms which develop as a result of experiencing
trauma. POST trauma reactions become conditioning stimuli for maintenance of post-trauma
symptoms.
Post-Traumatic Stress
POST event conditioning stimuli may be conceptualized as the core symptoms of
traumatic stress as outlined by diagnostic criteria for PTSD by the APA (2000). These
symptoms include re-experiencing symptoms, avoidance symptoms, and hyper-arousal
symptoms.
Peri-Traumatic Stress
Within the PERI considerations of CLT, trauma can be defined as an extremely negative,
uncontrollable, relatively sudden, and unpredictable event that entails serious threat to life or
physical integrity to either the person him/herself or others around him/her (Aldwin, 2007;
Carlson & Dalenberg, 2000). Within Criterion A2 of PTSD, traumata must be capable of
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inducing fear, helplessness, or horror (APA, 2000; Carlson & Dalenberg, 2000) and may be
classified within three domains: assaultive or intentional violence, personal injury and shocking
events that can induce personal injury, and learning about extreme events experienced by others
(Breslau, Peterson, Poisson, Schultz, & Lucia, 2004).
Directly experiencing violent, shocking, and uncontrollable events can be highly
traumatic to a wide variety of individuals in a wide variety of contexts (Breslau et al., 2004;
Dedert et al., 2009; Duncan, Saunders, Kilpatrick, Hanson, & Resnick, 1996; Elwood et al.,
2009; Giaconia et al., 2000; Gray, Litz, Hsu, & Lombardo, 2004; Hapke, Schumann, Rumpf,
John, & Meyer, 2006; Kubany et al., 2000; Peirce, Burke, Stoller, Neufeld, & Brooner, 2009;
Scarpa, 2001; Schlenger et al., 2002). Violent acts can include, but are not limited to: sexual
assault/rape, incest, kidnappings, human trafficking, domestic and intimate partner violence,
civilian exposure to warfare, combat, terrorism, muggings, robberies, stalking, threats of physical
assault or sexual assault, chases, gun fights, and knife fights.
Direct forms of exposure are not the only forms of trauma; trauma may also be indirectly
experienced (e.g., Gabriel et al., 2007; Suvak, Maguen, Litz, Silver, & Holman, 2008).
Examples of indirect trauma exposure can include witnessing injuries or deaths of others
(Acierno et al., 2000; Ahern, Galea, Resnick, & Vlahov, 2004; Bernat, Ronfeldt, Calhoun, &
Arias, 1998; Bleich, Gelkopf, Melamed, & Solomon, 2006; Davis & Breslau, 1994; DiGrande et
al., 2008; Giaconia et al., 2000; Gray, Bolton, et al., 2004; Hammack, Richards, Luo, Edlynn, &
Roy, 2004; Pulcino et al., 2003; Raja, Onofri, Azzoni, Borzellino, Melchiorre, 2008; Rosenthal
& Hutton, 2001; Scarpa et al., 2002)-most specifically, the sudden unexpected death of close
friends and loved ones in general (Gray, Bolton, et al., 2004; Kubany et al., 2000), hearing of
news of injury or death of others (Bernat et al., 1998; Breslau, Davis, Peterson, & Schultz, 1997;
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Calderoni, Alderman, Silver, & Bauman, 2006; Davis & Breslau, 1994; Peirce et al., 2009;
Regehr, Goldberg, & Hughes, 2002), and experiencing fear of personal injury or murder due to
encountered violence (Bernat et al., 1998; Kubany et al., 2000; Regehr et al., 2002). Other
examples include: hearing or witnessing others being chased, home break-ins, threats of harm to
others, seeing someone wounded or killed, seeing a dead body, seeing a suicide, or merely seeing
someone with a gun or knife may also be perceived as traumatic and fall within the category of
indirect trauma exposure (Scarpa, Hurley, Shumate, & Haden, 2006). Indirect exposure to
trauma may be particularly relevant in a location such as Ciudad Juárez because of the Mexican
Army deployments. Soldiers are typically well armed with assault rifles, both on patrol and at
numerous city checkpoints. For many Ciudad Juárez residents, the presence of this protective
force itself may be an indirect form of trauma exposure. Further, media exposure in CJ may
represent a form of indirect exposure to CARV. Media exposure to violent situations has been
associated with hyper-arousal, re-experiencing of an event, and generally elevated levels of
anxiety (Collimore, McCabe, Carleton, & Asmunson, 2008; Rosen, Tiet, Cavella, Finney, & Lee,
2005). In sum, many daily activities in CJ may put one at risk for both direct and indirect
exposures to CARV related trauma.
Trauma subjectivity. The subjectivity of trauma is one noteworthy aspect of PERI
event considerations. Trauma is largely subjective in terms of experienced fear, helplessness, and
horror (APA, 2000; Başoğlu & Livanou, 2008; Foa & Riggs, 1995; Norris, 1992; Pat-Horenczyk
et al., 2007) and is commonly referred to as the Criterion A problem (Weathers & Keane, 2007).
Some evidence suggests PTS does not vary as a function of type of trauma (e.g., terrorism, motor
vehicle accident, or different types of crime) experienced (Berman, Kurtines, Silverman, &
Serafini, 1996; Shalev & Freedman, 2005). Rigid objective classification of trauma as mild,
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moderate, or severe also does not appear to distinguish individuals with less versus more PTS
(Halligan, Michael, Clark, & Ehlers, 2003), such as classifying a threat of sexual assault as less
severe than combat exposure. However, amount of perceived loss (e.g., life of a loved one or
personal belongings of importance) is associated with increasing levels of PTS (Silver, Holman,
McIntosh, Poulin, & Gil-Rivas, 2002). In brief, how much one perceives one is affected by a
traumatic event may be most salient in determining PTS (Dempsey, Overstreet, & Moely, 2000;
Dorahy et al., 2009; Kutz & Dekel, 2006).
Ongoing trauma exposure. Despite limited information regarding cartel and army
related violence along the U.S./ México border, other situations in which ongoing trauma exists
provide a proxy for understanding the potential impact of CARV. The two forms of trauma
which are likely most similar to CARV in Cd. Juárez, Chihuahua are terrorism and community
violence.
Terrorism. Terrorism often includes multiple exposures to traumata including assault,
disasters, and wide-spread exposure to terror (fear) in situations that are uncontrollable for a
large portion of the exposed society (Miller, 2002). One region similar to CJ in terms of
potential trauma exposure is Israel/Palestine. During the Al Aqsa Intifada lasting from
September of 2000 to October of 2003, the vast majority of individuals were either directly or
indirectly exposed to the conflict (Bleich et al., 2003). Ongoing terrorism continues in Israel
resulting in ongoing PTS (Kutz & Dekel, 2006; Pat-Horenczyk et al., 2007) and ongoing PTS
symptoms are documented in residents of Israel irrespective of ethnicity (Somer, Maguen, OrChen, & Litz, 2009).
Community violence. Community violence (CV) can be experienced directly or
indirectly (e.g., witnessing) in or near homes, schools, and neighborhoods (Scarpa, 2003).
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Pervasive CV pertains to violence encountered by a substantial portion of a community across
multiple settings, and/or over an extended period of time (Lorion, 2000). In addition to trauma
reactions, ―contamination‖ can occur: contamination represents the degradation of the physical
and psycho-social well-being of a community (Lorion, 2000). Such contamination is likely
ongoing as a result of CARV within México (Singer, 2008).
Much work in CV has examined the impact of CV on children and adolescents.
Adolescent and young adult exposure to community violence is common in urbanized areas
(Scarpa, 2001) and results in increased PTS, depressed mood, aggressive behavior, and
interpersonal problems (Brady, 2006; Paxton, Robinson, Shah, & Schoeny, 2004; Rosenthal &
Wilson, 2003; Singer, Anglin, Song, & Lunghofer, 1995). Yet, adults are not immune to the
impact of CV either (Clark et al., 2007, Dinan, McCall, & Gibson, 2004; Hough et al., 1990).
The most frequent forms of CV trauma are physical aggression (e.g., being hit), being
threatened, and seeing a gun/knife positioned as a weapon (Scarpa et al., 2002). This last point
of seeing a gun brandished directly as a weapon may be particularly relevant to the current
situation in CJ. Irrespective of the presence of cartel violence, the influx of young Mexican
soldiers brandishing high-powered assault rifles is apparent upon entry into the Cd. Juárez. The
impact of seeing these weapons (sometimes pointed directly at or in the vicinity of an individual
or an individual‘s love ones) may have outcomes in line with PTS. Whatever impact this highly
visible presence of assault weaponry has on the general public may be compounded by the fact
that some residents may believe that law enforcement may exacerbating the situation. That is,
the impact of CV is often worsened by a lack of faith in the law enforcement assigned to protect
the public; this accentuates perceptions of vulnerability, exacerbates PTS symptoms, and
promotes substance use (Rich & Grey, 2005).
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Finally, being prepared for violence does not necessarily protect against PTS. For
example, humanitarian aid workers show increased PTS and feelings of emotional burnout after
exposure to CV (Putman et al., 2009), and army recruits exposed to CV prior to recruitment
show elevated PTS (Chapin, 2004). This is particularly relevant to CARV because individuals
potentially exposed to trauma prior to entering the Mexican army may still carry PTS symptoms
from those experiences. This may promote increased hyper-arousal which, in turn, may directly
affect CJ residents and visitors.
PRE-Trauma Risk Factors and Buffers to Traumatic Stress
Frequency of exposure. From a meta-analysis, prior trauma exposure increases the
likelihood of future PTSD (Ozer, Best, Lipsey, & Weiss, 2008), though the effect is relatively
small (r = .17). Overall, more traumata (e.g., more than 1 trauma) experienced appears to
increase PTS (Bleich et al., 2006; Bromet, Sonnega, & Kessler, 1998; DeRoma et al., 2003; Kutz
& Dekel, 2006; Perkonigg, Kessler, Storz, & Wittchen, 2000) in a linear (Rosenthal & Wilson,
2001) or dose response form (Murthy, 2007). This may lead to chronic PTSD for some (Kessler,
2000). This is of concern because multiple exposures are particularly common in areas
experiencing community violence (Scarpa, 2001). However, even ongoing mild stressors may
facilitate greater ability of a traumatic event in promoting PTS (Adams & Boscarino, 2006;
Ahern, Galea, & Vlahov, 2002; Frueh, Brady, & de Arellano, 1998; Savage & Russell, 2005;
Sharkansky et al., 2000), especially if cumulative in form (Başoğlu & Livanou, 2008). Over
time, stressors decrease the threshold at which a traumatic event has the ability to promote PTS.
Psychiatric comorbidity in relation to traumatic stress. Anxiety disorders rarely
present in the absence of other psychiatric symptomology (Dunner, 2001; Goldenberg et al.,
1996). Prior psychiatric distress exacerbates the impact of trauma (Brewin et al., 2000; Denson
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et al., 2007; Foa et al., 2006). Dysthymia, anxiety symptoms, and higher levels of general stress
are all comorbid conditions which may exacerbate the impact of trauma (Gabriel et al., 2007;
Jaycox, Marshall, & Orlando, 2003). For example, victims of community violence who exhibit
pre-existing psychological disorders exhibit a higher risk for developing PTSD (North,
McCutcheon, Spitznagel, & Smith, 2002).
Exposure to terrorism (Neria et al., 2008), motor vehicle accidents (Blanchard et al.,
1996), community violence in young adults (Breslau et al., 1991), and assaultive violence in
adolescents (Deykin & Buka, 1997) heightens the association between PTS and other psychiatric
symptoms (e.g., depression), potentially creating a cycle of sequelae (Benotsch et al., 2000).
This comorbidity may be especially high for females (Deykin & Buka, 1997). Many individuals
who enter treatment for one disorder may also not be appropriately screened for PTSD. As a
result, comorbidity between PTS and other psychological symptoms may be more extensive than
previously noted (Dansky, Roitzsch, Brady, & Saladin, 1997). Specific prior symptom profile
considerations include those of anxiety sensitivity and prior depression symptomology
Anxiety sensitivity. Anxiety sensitivity, or one‘s predisposition to react to situations and
emotions with anxiety, can predispose an individual to PTS (Bromet et al., 1998; Collimore et
al., 2008; Hapke et al., 2006; Stewart, Karp, Pihl, & Peterson, 1997). Prior anxiety sensitivity
can further exacerbate existing comorbidities between PTSD and other disorders (Elwood et al.,
2009) such as the development of other forms of psycho-social impairment (e.g., substance abuse
or dependence) (Stewart et al., 1997). To that end, an individual‘s general level of anxiety is an
important predisposing risk factor to PTS and other psychiatric sequelae subsequent to trauma
exposure.
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Depression and traumatic stress. In addition to anxiety sensitivity, comorbidity between
depression and PTS is common (Bogenschutz & Nurnberg, 2000; Breslau et al., 1991; Breslau,
Davis, Peterson, & Schultz, 2000) and prior depression may place one at risk for PTSD (Breslau
et al., 1997). Relatedly, ongoing trauma exposure over time is associated with decreases in
mood (Sharkansky et al., 2000) and even for those exhibiting partial PTSD, there appears to be
comorbid increases in depressive symptomology (Marshall et al., 2001; Yarvis et al., 2005). As
such, comorbid depressive symptomology may alter how an individual reacts to traumata.
Potential buffers to traumatic stress.
Social Support. Another relevant PRE-trauma construct is social support. Meta-analytic
reviews suggest that one of the strongest buffers to PTS is social support (Brewin, Andrews,
Valentine, 2000; Ozer et al., 2008). A strong social support system may protect one from a
cascade of negative interpretation of events and stronger emotional reactions to trauma (Bleich et
al., 2006; Kawachi & Berkman, 2001; Solomon, Mikulincer, & Avitzur, 1988), and it is
important irrespective of the individual providing the support (Haden, Scarpa, Jones, &
Ollendick, 2007). Yet, social support may be strongest over long periods of time subsequent to
trauma (Ozer et al.) indicating that social support serves as secondary prevention against
traumatic stress. However, other longitudinal evidence suggests that support provided close to
the time of the trauma prevents impairment (Solomon, Avitzur, & Mikulincer, 1989). Examples
of support include monetary help, safe housing, childcare, providing an outlet to discuss
important concerns in a safe and non-critical way, providing helpful advice, and simply listening
to the upset person (Savage & Russell, 2005).
Personal ways of coping in stressful situations. With regard to traumatic stress, coping
is often a fluid and idiosyncratic process (Kanninen, Punamäki, & Qouta, 2002; Todd, Tennen,
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Carney, Armeli, & Affleck, 2004). Nevertheless, the Transactional Theory of Coping ([TTC]
Folkman, 1984; Lazarus & Folkman, 1984; Lazarus & Folkman, 1987) provides a framework for
understanding primary appraisal of a stressor and a resulting secondary appraisal of how
controllable the stressor is; stressor controllability largely mediates the form of coping chosen.
There are two broad forms of TTC coping after secondary appraisal of a stressor occurs:
problem focused and emotion focused coping (Folkman & Moskowitz, 2004; Lazarus &
Folkman, 1987). These two forms of coping may be employed to varying degrees over time
(Lazarus & Folkman, 1987).
In general, problem focused coping is more feasible in controllable situations, and
emotion focused coping tends to occur more in uncontrollable situations (Folkman &
Moskowitz, 2004). Degree of control over the traumatic stressor is important in determining
how the individual reacts to the trauma (Mikulincer & Solomon, 1989; Rosenthal & Wilson,
2008). When the stressor is controllable, problem focused coping can help to decrease distress
subsequent to a stressor (Aldwin, 2007). Problem focused coping (e.g., searching out
information, planning, obtaining advice from coworkers, assertiveness, actively engaging a
problem) in traumatic situations is associated with lower levels of PTS (Brown, Mulhern, &
Joseph, 2002). However, some studies find limited impact of problem oriented (i.e., approaching
the problem) coping on the trauma/PTS relationship (DeRoma et al., 2003; Kanninen et al.,
2002; Littleton, Horsely, John, & Nelson, 2007; Solomon et al., 1989).
The more uncontrollable the event, the more difficult coping with the traumatic event
becomes and the worse the psycho-social outcomes for the individual (Kanninen et al., 2002).
Furthermore, expectancies over uncontrollability may reduce motivation to actively cope (i.e.,
give up) which can exacerbate PTS (Mikulincer & Solomon, 1989). This interpretation of
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coping is consistent with the APA (2000) framework for PTSD diagnostic criterion A2. As a
review, a sense of helplessness is often experienced subsequent to trauma. Degree of
helplessness in a situation may be interpreted as a barrier to more problem focused coping.
In the case of most traumatic stressors, there is much evidence that individuals are more
likely to engage in emotion focused coping strategies (Amir et al., 1997; Krause, Kaltman,
Goodman, & Dutton, 2008; Schnider, Elhai, & Gray, 2007; Simpson, Jakupcak, & Luterek,
2006; Solomon et al., 1989). Examples of emotion focused coping are self-distraction, denial,
venting, behavioral disengagement/suppression (e.g., giving up, feeling helpless or fatalistic),
self-blame, and substance use (Amir et al., 1997; Carver, 1997; Carver, Scheier, & Weintraub,
1989; Haden & Scarpa, 2008).
Contemporary Learning Theory Applied
From the CLT perspective (Mineka & Zinbard, 2006), resulting reactions to trauma occur
POST-trauma. PERI-trauma reactions include feelings and emotions perceived immediately
after the event. PRE-trauma considerations include risk factors for and potential buffers to
reactions to trauma. CLT for traumatic stress reactions is presented in Figure 1 as adapted from
Mineka and Zinbarg (2006, p. 22). POST-trauma reactions include symptoms of reexperiencing, avoidance/numbing, and hyper-arousal which may condition individuals to
respond to future situations with similar and maintained reactions. PERI-trauma considerations
include the degree of fear, helplessness, and horror experienced as a result of the perceived
trauma and represent unconditioned responses to trauma which promote POST-trauma reactions.
PRE considerations include, prior life stressors and traumatic experiences, anxiety sensitivity and
susceptibility to mood disorders, degree of perceived social support, and amount of both problem
focused and emotion focused coping. While the main focus of the present study is the impact of
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CARV on PTS, the nature of this association may be obscured if these PRE considerations are
not properly considered as unconditioned factors that may predispose an individual to traumatic
stress.
Substance Use and Post-Traumatic Stress
Much work has focused on the comorbidity between Substance Use Abuse and
Dependence (SUAD) and PTS (cf. Deering, Glover, Ready, Eddleman, & Alarcon, 1996;
McNaughton, 2008). Full PTSD is associated with substance use (Sharkansky, Brief, Peirce,
Meehan, & Mannix, 1999). However, detectable changes in substance use have been observed
after mere exposure to trauma—specifically in young adults (Brady, 2006). Dose dependent
relationships have also been detected in adolescents exposed to terrorism (Chemtob et al., 2009).
The psychological underpinnings of substance use have, in part, been posited as a lack of
available alternative resources for coping with stressful events (Baker, Piper, McCarthy,
Majeskie, & Fiore, 2004). As an example, positive expectancies about the ability of drugs to
alleviate discomfort associated with traumatic stress have been documented in the literature
(Ouimette et al., 1997). The Self-Medication Hypothesis (SMH) addresses this issue
specifically, as it posits that individuals use substances to alleviate psychiatric symptoms
(Khantzian, 1985).
The self-medication hypothesis and trauma. The SMH has been posited as an
explanation for changes in substance use patterns subsequent to trauma (Stewart & Conrod,
2008). Yet, epidemiological evidence indicates that it is PTS symptoms, rather than exposure,
that promote substance use (McFarlane, 1998). Additionally, while substance use may put one at
risk for experiencing trauma (i.e., dangerous situations), a wealth of epidemiological evidence
supports prior traumatic experiences changing SUAD to a greater degree than SUAD promotes
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traumatic experiences (Breslau, 2002; Breslau et al., 2003; Breslau et al, 1997; Kushner,
Krueger, Frye, & Peterson, 2008).
Alcohol consumption and the SMH. Much support for the SMH via alcohol
consumption exists. In the U.S., those suffering from full PTSD are at risk for self-medicating
with alcohol (McFarlane, 1998; Sonne, Back, Diaz Zuniga, Randall, & Brady, 2003; Stevens,
Lynm, & Glass, 2006; Zlotnick et al, 1999). Possible self-medication is not limited to full PTSD
however. For example, in U.S. adolescents engaged in substance abuse treatment, past 90 day
alcohol use was associated with PTS symptoms that were sub-threshold (Williams, Smith, An, &
Hall, 2008). Epidemiological evidence emanating from México also supports an association
between exposure to trauma and subsequent alcohol misuse and abuse (Slone et al., 2006). More
locally, traumatic stress symptoms have been found to predict dependence on alcohol in residents
of El Paso, Texas colonias (Blume, Resor, Villanueva, & Braddy, 2009). These local findings
suggest the possibility of the SMH occurring with alcohol as a result of CARV within Cd.
Juárez, Chihuahua.
Smoking and the SMH. Alcohol is not the only substance with which individuals may
self-medicate. Generalized anxiety is associated with self-reported reasons for smoking (Stewart
et al., 1997), and nicotine dependence has been related to full PTSD diagnosis (e.g., Flood et al.,
2009; Op Den Velde et al., 2002; Perkonigg et al., 2000). Yet, retrospective self-reports suggest
that exposure to traumatic events (e.g., Acierno et al., 1996) or even the witnessing of trauma
experience by others is associated with nicotine dependence (Acierno et al., 2000; Bleich et al.,
2003; Breslau, Davis, & Schultz, 2003; Grunberg & Shafer, 2005; Nandi et al., 2005; Vlahov et
al., 2004). In sum, trauma and smoking are clearly related retrospectively. Nevertheless,
because cigarette smoking through retrospective reports may be hindered by some degree of
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memory bias (cf. Nisbett & Wilson, 1977; Shiffman, 2009), it remains to be clarified to what
degree smoking is a result of potentially traumatic situations.
Illicit substance use and the SMH. Illicit drugs may be used to self-medicate
(Khantzian, 1985). Drug misuse and illicit use are often associated with PTS (Duncan et al.,
1996; Kolodziej et al., 2005; Perkonigg et al., 2000), including the use of opiates (Mills, Teeson,
& Peters, 2006) marijuana (Duncan et al., 1996 ), as well as polysubstance use (Bakken,
Landheim, & Vaglum, 2004; Sonne et al., 2003).
Specific to the SMH, epidemiological and clinical evidence in both adults and
adolescents suggests that PTSD more strongly predicts subsequent illicit substance use (e.g.,
marijuana, opiates) than prior substance use predicts PTSD (Mills et al., 2006; Stevens et al.,
2006; Vermeiren et al., 2003; Williams et al., 2008). Changes in illicit substance use are not
only linked to full PTSD; exposure to traumatic stress is also associated with increased illicit
substance use (Vlahov et al., 2002; Williams et al., 2008). Notably, drug dependent patients
enrolled in a treatment program who also suffered from PTSD increased their demand (and
received) a higher dosage of supervised medications subsequent to exposure to 911 (Dewart,
Frank, & Schmeidler, 2006). That is, one prominent pattern change in the use of substances to
cope with traumatic stress occurs in the form of a change in the amount individuals desire to use
once drug dependency has developed.
Assessing the Impact of Trauma
Individuals may recall events based on the most salient stimuli of the present rather than
accurately reflecting on an event of interest (Nisbett & Wilson, 1977). This is problematic
because initial PTS symptoms can dissipate after experiencing trauma (DeRoma et al., 2003), so
the nature of the association between the perceived traumatic event and trauma experience
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changes over time. This may make traumatic event recall more susceptible to inaccurate recall
over time. Under this scenario, an individual may be more susceptible to asking him/herself
about how people in general may recall a given event rather than be aware of how s/he originally
may have interpreted the event. This can result in reports of personal experiences that reflect how
the individual perceives other people feel about the trauma rather than how s/he felt in temporal
proximity to the trauma (cf. Nisbett & Wilson, 1977). Work involving community violence
experiences supports this interpretation. For example, Wolfer (1999) examined weekly
interviews of community violence exposure and their agreement with actual exposure in
comparison to more long-term retrospective accounts‘ agreement with actual violence
experienced. Weekly interviews were much more congruent with actual violence experienced
relative to the long term recalls. Memory recall bias can thereby obscure the relationship
between initial reactions to trauma and subsequent traumatic stress experiences. To the extent
this scenario occurs for those affected by CARV, more long-term retrospective accounts may not
fully capture the impact of such ongoing PTS on residents of the U.S./México border.
With regard to the SMH, PTS may begin to be masked or superseded by effects of other
disorders over time. For example, PTS may begin to be masked by SUAD symptoms (Simpson
et al., 2006). Such a possibility might place limits on the ability of many retrospective studies to
detect when SMH may be occurring. More real-time oriented assessments may thereby be more
sensitive to detecting self-medication.
The Present Study
The nature of ongoing trauma has received less attention in the literature, though the
available evidence suggests that ongoing stressors may compound already existing PTS (Bryant
& Harvey, 2000, p. 53; King, King, Fairbank, Keane, & Adams, 1998)—sometimes referred to
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as complex trauma (Courtois, 2004). A number of studies have shown that the impact of
ongoing terrorism and other life stressors experienced by both Arabs and Jews in Israel can
promote ongoing traumatic stress (e.g., Diamond, Lipsitz, Fajerman, & Rozenblat, 2010; Hobfall
et al., 2009; Shalev et al., 2006). Nevertheless, little is known as to the ongoing impact CARV
has on traumatic stress levels of residents highly integrated in to both sides of the U.S./México
border. The present study seeks to longitudinally (i.e., daily) examine the impact of ongoing
potentially traumatic stress (OPTS) for residents living in or regularly visiting Cd. Juárez,
Chihuahua.
Study aims. The present study has two aims. The first aim is to better understand the
impact of OPTS in the context of cartel related violence on residents of the U.S./México border
who regularly commute between the cities of Cd. Juárez, Chihuahua and El Paso, Texas. The
second aim of this study is to examine whether residents of the border region may self-medicate
with alcohol, cigarettes, or other substances when experiencing OPTS.
Hypotheses. First, after controlling for relevant background variables including
demographics, anxiety, mood, and overall stress symptoms, availability of social support,
common coping approaches, and time-varying reasons for being in Cd. Juárez, individuals
spending more time in CJ will experience significantly greater daily traumatic stress symptoms.
Second, individuals who report experiencing subjective exposure to some degree of trauma (i.e.,
fear, helplessness, and horror) will exhibit higher levels of daily traumatic stress. Third, after
controlling for time-varying and time-invariant relevant risks and buffers to traumatic stress, as
well as general levels of substance use consumption, higher levels of daily traumatic stress will
increase the likelihood of alcohol, cigarette, and illicit substance use in a given day. Finally,
subjective perceptions of self-medication are also predicted to increase as a function of daily
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traumatic stress levels after adjusting for relevant risk factors and buffers to traumatic stress, as
well as person level substance use reports.
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METHOD
Participants
One hundred-twenty one participations were recruited for this study. Participants
received a $40USD Target® giftcard for their participation at the end of the study to compensate
them for participation efforts in this longitudinal study. For individuals who enrolled in the study
via Experimetrix, another option was available: participants could select either to opt for the
giftcard or 4 experimental credits toward their final grade in their respective classes as
compensation for their time and effort. Briefly, an analysis of the relationship between whether
one selected the giftcard or the experimental credit revealed that there were no statistically
significant associations with outcomes of interest in this study. This suggests that individuals
were no more extensively motivated to participate to receive one incentive over another.
Inclusion criteria for participation included: a. registered as a student attending the
University of Texas at El Paso (UTEP), b. fluent in Spanish to ensure functionality in CJ, c.
reported travel to or living in CJ a minimum of 3 days per week on average, and d. an ability to
provide a daily report online for 7 days spaced at least 24 hours apart. The last criterion required
reliable access to the internet (e.g., cable, cellular, or dial-up connection to the internet).
Participants who did not fulfill these criteria were ineligible to participate. Outside of these
requirements, all individuals were eligible to participate, and no restrictions on citizenship were
observed for this study.
All measures were presented in Spanish (see Measures section); with the exception of
the post-traumatic stress symptom inventory utilized in this study (describe in Measures section),
all measures were submitted to translation and back translation procedures (cf. Brislin, 1970)
prior to Institutional Review Board approval. This procedure entailed submission of all materials
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in English to a professionally certified Spanish-English translator whose native language was
Spanish. This individual translated all materials into Spanish. These ―de-centered‖ Spanish
materials were then submitted to another professionally certified English-Spanish translator
whose native language was English. This second professionally certified translator was not
exposed to the English materials and only had access to the (translated) Spanish versions of the
survey materials. Once the translation of survey materials into English was made from the
Spanish copies, these materials were then compared side-by-side by a committee of 5 researchers
involved in this study. This committee involved both native Spanish and native English speakers
who all had Clinical and Health Psychology education and work experience. Two committee
members also lived in Ciudad Juárez, Chihuahua, México at the time of measure preparation.
Within committee meetings, discrepancies between the professionally translated and backtranslated versions of the survey materials were resolved to produce Spanish materials
approximately equivalent to the existing English versions of the survey materials.
The majority of the research assistant interactions with participants occurred in Spanish
as well. Participants were able to access all survey measures easily through a standard online
survey website. This enabled participants to make reports from a remote location in CJ, from
home in either CJ or El Paso, or from any other location where the internet was accessible to the
participant.
Measures
Demographic survey (DS). Demographic data were collected for all participants
including gender, ethnicity, age, participants‘ education attained, residency status (e.g., U.S.
citizenship, student visa, other), which city the participant lives in, commuting habits, social
connections to CJ, marital status, and the level of education attained by participants‘ parents.
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This survey also inquired about current and prior substance use (alcohol, cigarettes, and other
illicit substances) in the lifetime, past year, and past month. In addition, this survey contained
both a categorical item for alcohol, cigarettes, and illicit drugs asking whether participants
perceived that they had reduced, increased, or not changed their current use patterns as a result of
the violence and insecurity; this same question was also asked in Likert scale (-2 to 2) form as
well. See Appendix A for the Spanish version of the questionnaire.
The Post-Traumatic Stress Disorder Checklist (PCL). The PCL (Weathers, Litz,
Herman, Huska, & Keane, 1993) is a 17 item measure of PTS used for self-report diagnostic
screening of PTSD; it is among the most widely used self-report measures of PTS symptomology
(Elhai et al., 2005; Norris & Hamblen, 2004), due in part to its close adherence to diagnostic
criteria stated in the DSM-IVTR (APA, 2000) for PTSD. For this study, the specific event form
of the PCL (PCLS) was utilized. Response options for each item range from 1 ―Not at all‖ to 5
―Extremely.‖ Items are summed to produce a total score. The PCLS version maps directly on to
DSM-IVTR diagnostic criteria (Criteria B, C, and D) and evidences extremely strong
psychometrics. In prior studies, the test-retest correlation is .96; the internal consistencies of
each of the sub-scales are also very strong (Criterion B α = .93; Criterion C α = .92; Criterion D
α = .92) as is the internal consistency of the total scale (α = .97). Convergent validity with other
commonly used scales assessing PTS is also high (r coefficients range = .77 to .99). Further
psychometric work regarding the PCL-C and PCLS indicate a high degree of internal
consistency (α = .94), high correlation with clinician interview (CAPS) scores (r = .93), and a
high degree of sensitivity (.94) and specificity (.86) to full PTSD using a cutoff score of 44
(Blanchard et al., 1996). Subsequent validation studies have confirmed the psychometric
validity of the PCL in college students (Adkins, Weathers, McDevitt-Murphy, & Daniels, 2008).
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The PCL has been used in longitudinal studies of PTSD (Orcutt, Erickson, & Wolfe,
2004), as well as in studies of exposure to terrorism both directly (Daly et al., 2008) and
indirectly (Suvak et al., 2008). Furthermore, much evidence supports its use in Hispanic
civilians (Eisenman, Gelberg, Liu, & Shapiro, 2003; Neria et al., 2008; Schell, Marshall, &
Jaycox, 2004). A Spanish translation of the PCL-C also exists (Orlando & Marshall, 2002)
which was developed in line with standard translation/back-translation techniques (cf. Brislin,
1970).
For the present study, the last section of items inquiring about a specific event in the
PCLS was translated to a phrase describing CARV (i.e., ―violencia relacionado con el
narcotrafico u hostilidad y maltrato militar.‖). The PCLS was used both in the inquiry of
traumatic stress in the past 30 days (Acute PTSD) and was also adapted to inquire about
traumatic stress at the daily level (PCLS-Daily, or PCLSD). In the present study, the past 30 day
traumatic stress scores were internally reliable (α = .89); the range of internal reliability
coefficients for the 7 PCLSD reports was also high (α range = .91 to .94).
It should be noted that measuring traumatic stress at the daily level may reasonably be
conceptualized more as acute stress and may be better addressed as Acute Stress Disorder (ASD)
assessment (APA, 2000). While the relationship between ASD and PTSD is strong (Brewin,
Andrews, & Rose, 2003; Harvey & Bryant, 1999), ASD requires the presence of at least three
dissociative symptoms as a result of the traumatic experience. Given that the daily assessment
occurred irrespective of degree of trauma exposure and given a very low likelihood of exposure
to an extremely traumatic event capable of evoking dissociative symptoms, the more common
assessment utilizing the PCLS was chosen to assess ongoing traumatic stress.
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Life Events Checklist (LEC). The LEC is a reliable self-report measure of potentially
traumatic events which was developed concurrently with and is now embedded within the
Clinician Administered PTSD Scale (Gray, Litz, et al., 2004). The LEC remains a unique
measure able to assess multiple types of exposure to each potentially traumatic event by
examining whether each of the 17 items was experienced in 3 categorical forms: experiencing
the event directly, witnessing the event, and having learned about an event. It is scored by
identifying the number and type of experienced traumas. Gray and colleagues (2004) demarcated
these categorical responses as ―doesn‘t apply (5),‖ ―not sure (4),‖ ―learned about it (3),‖
―witnessed it (2),‖ and ―happened to me (1).‖ These responses are summed across the 17 items
to create a scaled variable representing the degree of event exposure. In analyses, lower scores
indicate greater degree of exposure. For the present study, the scale range was reverse coded to
the more intuitive form: higher scores indicate more extensive exposure to traumatic events.
The 17 items address natural and man-made disasters, accidents, physical and sexual
assault, combat and captivity, injuries or other severe human suffering or death, and a subjective
―other stressful event‖ category. Psychometrically, the LEC exhibits relatively good test-retest
reliability for each of the 17 items (κ range = .37-.84) despite low base-rate responses in some
categories which result in lower kappa coefficients (Gray, Bolton, et al., 2004). Convergent
validity between the LEC and other scales documenting trauma exposure is also high for each
event type, as are correlations (all r coefficients > .33) between LEC degree of exposure and a
number of commonly used scales assessing PTS levels. Because of its brief nature and
implementation within the clinician administered PTSD interview (CAPS), the LEC has been
documented as the most commonly used traumatic event documentation scale used in adults
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(Elhai, Gray, Kashdan, & Franklin, 2005). Translation and back-translation occurred for the
LEC. Only the Spanish version of the scale was presented to participants.
The Depression, Anxiety, and Stress Scales (DASS). The DASS is a set of three selfreport scales that assesses the constructs of depression, anxiety, and stress and is intended for use
both by researchers and clinicians (Lovibond & Lovibond, 1995). The depression scale assesses
symptoms of dysphoria, devaluation of life, hopelessness, self-deprecation, lack of interest, and
anhedonia. The Anxiety scale assesses autonomic arousal, situational anxiety, and subjective
experience of general anxiousness. The stress scale assesses chronic, non-specific arousal such
as nervous arousal, agitation, over-reactivity, and impatience. The DASS is scored on a 4 point
scale (0 ―Not at all‖ to 3 ―Applied to me very much or most of the time‖) of frequency or
severity (depending on the item) of a symptom over the past week. An example of an item in the
DASS is ―[over the past week] I just couldn't seem to get going.‖ The resulting item responses
are scored by summing the items within each of the three factors (all 14 items of each factor).
Higher scores indicate more distress experienced within the respective factor. Psychometrically,
the internal consistencies of the DASS depression, anxiety, and stress scales have all been found
to be quite high both in clinical samples (α‘s for depression all > .90; α‘s for anxiety all > .89;
α‘s for stress all > .88) of those diagnosed with a wide range of psychological disorders (Brown,
Chorpita, Korotitsch, & Barlow, 1997). The same interpretation applies within the general
population (Crawford & Henry, 2003) with coefficient alphas being greater than .89 for all three
scales. In the present study, the internal reliability coefficients were reasonable to strong:
depression α = .86, anxiety α = .78, and stress α = .85. The DASS also shows good convergent
and discriminant validity with a wide range of psychological measures which also assess the
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constructs of depression, anxiety, and stress within both clinical and general populations (Brown
et al., 1997; Crawford & Henry, 2003).
While the three DASS constructs often correlate highly with each other, especially in the
case of stress and anxiety, the measure adequately discriminates between these three constructs
(Lovibond & Lovibond, 1995). Finally, while the 21 item form of the DASS has been translated
in to Spanish and validated within a Hispanic sample (Daza, Novy, Stanley, & Averill, 2002),
items did not conform to Spanish common to the region; this measure was professionally
translated and back-translated for appropriate use along the U.S./México border. See Appendix
D for the Spanish version of the DASS utilized in this study.
Multidimensional Scale of Perceived Social Support (MSPSS). The MSPSS is a 12
item scale designed to assess social support in three forms: 1) Family (4 items), 2) Friends (4
items), and 3) Significant Other (4 items) (Zimet, Dahlem, Zimet, & Farley, 1988). Each item is
on a 7 point Likert-scale format ranging from 1 (―very strongly disagree‖) to 7 (―very strongly
agree‖). An example of an MSPSS item is ―I have friends with whom I can share my joys and
sorrows.‖ All four items can be summed in each of the three scales and subsequently averaged to
produce a total score. Higher scores indicate more perceived social support. The internal
consistency of each of the scales is high across a wide variety of populations with observed
Cronbach‘s α > .80 (Canty-Mitchell & Zimet, 2000; Zimet, et al., 1988). Test-retest reliabilities
are also strong for each of the scales and overall (Zimet et al., 1988). Recent work involving the
MSPSS suggests it has reasonable predictive validity in studies of indirect trauma (Badger,
Royse, & Craig, 2008) and reactions to community violence (Haden & Scarpa, 2008). This
measure was used to control for the impact of perceived social support on PTS outcomes in the
present study.
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For the present study, the separate items assessing family, friend, and significant other
social support access were retained rather than averaging the sums of the 3 scores for each of
these subscales into one full scale. This was done to examine the potential differential effects
that different sources of support may have on daily traumatic stress and substance use behaviors.
In the present study, family (α = .89), friend (α =.96), and significant other (α = .92) social
support scales were all internally reliable. See Appendix E for the Spanish version of the
MSPSS which was professionally translated and back-translated for use with Spanish speakers
living along the U.S./México border.
The Brief COPE Inventory (BCOPE). The original COPE was developed by Carver
and colleagues (1989) in line with the Transaction Theory of Stress Coping framework put forth
by Lazarus and Folkman (1984), and the original COPE exhibited reasonable psychometric
properties. However, because of the wide array of ways in which individuals cope with a variety
of situations, the scale was somewhat long—in line with other available coping instruments. As
a result, Carver (1997) developed the BCOPE to provide a coping assessment instrument which
is valid yet not onerous for self-report. The BCOPE retains the same 14 subscales in 28 items.
These 14 subscales can be further reduced in to more problem focused coping strategies (i.e.,
active coping, planning, positive reframing, acceptance, humor, spirituality, seeking emotional
support from others, and seeking advice and help from others) and more emotion focus coping
strategies (i.e., denial, venting, behavioral disengagement, self blame and substance use). Each
of the items has response options ranging from 1 ―I didn‘t do this at all [in a difficult situation]‖
to 4 ―I did this a lot [in a difficult situation].‖ An example of an item in the BCOPE is ―I
concentrated my efforts on doing something about the situation I‘m in.‖ Items within each factor
are summed to create the total score for that factor and higher scores indicate more usage of the
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respective coping strategy.
Internal consistencies for each of the 14 scales were reasonable to high given the limited
number of items (i.e., 2) in each scale (α range = .50 to.90). The BCOPE exhibits strong
predictive validity of reactions to terrorism (Butler et al., 2005; Haden & Scarpa, 2008; Silver et
al., 2002). More recently, the BCOPE was examined within international students attending U.S.
universities who had lived in the U.S. from less than a year to 9 years (median 2 years)
(Miyazaki, Bodenhorn, Zalaquett, & Ng, 2008). The factor structure of this analysis was largely
replicated though the most stable factors appear to be positive coping, support seeking, and
denial oriented factors. Spirituality, self-blame, humor, and substance use also retained strong
factor structures among international students completing the English version of the BCOPE.
This suggests that the theoretically motivated structure of the BCOPE is largely retained for
recent immigrants attending U.S. universities.
In line with recent approaches to analysis of the BCOPE as well as theoretical orientation
within the Transaction Theory of Stress and Coping (Lazarus and Folkman, 1984), an
examination of traumatic loss experienced by college students (Schnider et al., 2007) condensed
the BCOPE scales in to three subscales. The active coping, planning, instrumental support, and
spirituality scales were condensed into a problem-focused scale (α = .80). The venting, positive
reframing, humor, acceptance, and emotional support scales were condensed in to an active
emotional coping scale (α = .81). The self-distraction, denial, behavioral disengagement, selfblame, and substance use scales were condensed into an avoidant emotional coping scale (α =
.88). These three subscales exhibit strong convergent validity with trauma reports and PTS
symptoms (Schnider et al., 2007). Consistent with Transactional Theory, the avoidant emotional
coping scale created by Schnider and colleagues exhibited strong predictive validity in
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experienced grief after loss and PTS symptoms after traumatic loss. The approach to analyses of
data regarding the BCOPE will retain this theoretically supported, though more parsimonious
segmentation of sub-scales. The internal reliabilities of problem focused coping (α = .78), active
emotion focused coping (α = .74), and avoidance coping (α = .76) were reasonably similar to
those observed by Schnider and colleagues (2007).
A Spanish translation developed to be generalizable to a wide range of Latin American
Spanish dialects was developed by Perczek, Carver, and Price (2000). The factor structure of the
Spanish and English versions of the BCOPE were approximately equal though only 12 (as
opposed to 14) factors were identified; self-blame items were not found to form a coherent
factor, and all social support (emotional and instrumental) items loaded on 1 factor. As a result,
all factors except self-blame and 2 of the 4 social support items in the BCOPE were retained.
The present study employed the Spanish version of the BCOPE, though factors were combined
in line with Schnider and colleagues‘ (2007) formulation of 3 hierarchical factors for improved
parsimony of analyses. As with the DASS, concerns of the appropriateness of the Spanish
language usage for U.S./México border populations were present. As a result, the BCOPE was
appropriately translated and back-translated to produce a Spanish language BCOPE more
coherent to Spanish speakers in El Paso, TX and Cd. Juárez, Chihuahua. See Appendix F for
the Spanish version of the BCOPE utilized in this study.
Time-Line Follow-Back (TLFB). The TLFB was developed to better examine high
base rate alcohol consumption in adults over a period of time (e.g., 90 days) than averaged
quantity-frequency methods can provide (Sobell & Sobell, 1992); it exhibits strong test-retest
reliabilities (r coefficients >.77) in a variety of study methods (Sobell, Brown, Leo, & Sobell,
1996), as well as strong convergent validity with other addiction severity measures in adult
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psychiatric outpatients (Carey, 1997). In addition to adults, the TLFB also has been used
successfully with adolescent recall of the past 30 days (e.g., Chung, Maisto, Cornelious, Martin,
& Jackson, 2005; Gil, Wagner, & Tubman, 2004). Further work has examined young adult
college students‘ smoking and drinking patterns with TLFB estimates over the past 7 days
(Dierker et al., 2008; Dierker et al., 2005). In addition to the use of alcohol and cigarettes, the
TLFB has been successfully used to assess marijuana use (i.e., use/non-use in a given day)
(Dierker et al., 2008; Gil et al., 2004; Martin et al., 1996), cocaine (Waldrop et al., 2007), as well
as other substances (i.e., stimulants, sedatives, cocaine, PCP, hallucinogens, inhalants, heroin,
and other opiates) (Martin et al., 1996). Martin and colleagues assert that with substances other
than alcohol and cigarettes, the amount of consumption is generally not in either a standard dose
or in a stable concentration. As a result, TLFB assessments of many illicit substances are more
useful for detecting the frequency of use. Because inclusion of the TLFB in this study is
primarily for the control of the frequency of use of substances in daily substance use models, this
measure represents an adequate and expedient method of assessment of different forms of
substance use.
In the present study, a space in the browser (row) was placed next to each day of the past
30 days; participants were asked to complete an alcohol TLFB (ATLFB) in this format. A
standard drink conversion chart (cf. Sobell & Sobell, 1992) was presented in the browser to aid
participants in calculating how many drinks they may have drunk in the past month. Participants
were then asked to record how many standard drinks (i.e., frequency) they consumed on each of
the past 30 days. The cigarette consumption TLFB (CTLFB) appeared in the same form as the
ATLFB.
Because of the quantity recording difficulties in illicit substances (i.e., illicit substance

31

are not consumed in standard doses with the same concentration in each dose), the Drug TLFB
(DTLFB) contained 30 rows representing each of the past 30 days. However, instead of
assessing the quantity and frequency of use as in the ATLFB and CTLFB, the DTLFB contained
8 columns representing each of 4 types of illicit substances. Participants were asked to report
whether they used or did not use a substance on a given day in the past 30 days for each of the 4
substance classes. The columns represented the following drugs: marijuana, cocaine,
methamphetamines, and opiates (e.g., heroin). See Appendices G through I for TLFB measures.
Finally, recall of the past 30 days of activity can be challenging. While technically not a
part of the substance use TLFBs, a calendar was provided to participants for both the current
month of participation and the month prior to participation. This two month calendar thereby
spanned the past 30 days that participants would need to recall. In line with recommendations by
Sobell and Sobell (1992), the calendar also contained significant dates in terms of holidays and
other potentially significant events in the past 2 months to help facilitate further improved recall
of consumption patterns. As the original validation studies examined alcohol consumption,
providing significant dates enabled recall specifically of those dates and may have improved
quantity estimates on those days (Sobell & Sobell, 1992). However, by providing such dates,
participants also had anchor points for brief ―chunks‖ of time to facilitate improved recall.
Survey Monkey (SM) daily log. The SM daily log contained items regarding travel to
CJ, reasons for traveling to CJ, 3 items inquiring of subjective exposure to OPTS (fear,
helplessness, and horror), items regarding substance use over the course of the day, as well as the
PCLSD.
The first item participants were presented with inquired about how long the individual
was in CJ in the past 24 hours. Response options to this item included ―0‖ hours to the entire
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day, or the past 24 hours.
The second set of items inquired about the reasons for travel to CJ if they were in CJ in
the previous 24 hours. These items were time-varying indicator variables pertaining to family,
work, business, friends, or going to a club/antro. These items enabled covarying out of timevarying reasons for being in Cd. Juárez and account for locations where potentially traumatic
events and substance use may be more likely to occur (e.g., at a bar or antro/club).
Three items addressing subjective exposure to traumatic events were assessed in line with
Criterion A2 of the DSM-IVTR (APA, 2000). These three items were in likert-scale form (1 to
7) and assessed the degree the individual felt fear, helplessness, and horror throughout the
previous 24 hours as result of the cartel violence and army related hostility.
Daily substance use reports required 7 items. The first asked how many standard 12oz
beers the individual had consumed in the past 24 hours. The same question was asked about
caguamas (32oz beer bottles), standard glasses of wine, standard shots of liquor, and cigarettes.
Participants were also asked if they have consumed illicit substances of abuse (dichotomous
response option: yes/no) in the past 24 hours. A subsequent text question was available if the
individual responded ―yes‖ to having used illicit or prescription substances. This question asked
participants to briefly name the substance(s) used and amount, if possible.
Lastly, participants were asked a subjective (vs. directly objective substance use reports)
question regarding perceived self-medication. This item was adapted from the Brief COPE
assessment (Carver, 1997) and asked if the participant used drugs or alcohol to cope with the
CARV. See Appendix J for the Spanish version of the survey.
Procedure
Institutional Review Board (IRB) approval was obtained prior to study commencement.
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Participant recruitment. Recruitment occurred in three forms. The first was through
the Psychology department‘s Experimetrix website. The second was through direct classroom
advertisement of the study by study investigators. The third method of recruitment was through
recruitment flyers placed around campus. These flyers conveyed the same information as the
verbal classroom advertisement.
Subsequent to contacting the researchers through Experimetrix, by phone, email, or walkin, eligible participants were screened for eligibility to participate in the study (see eligibility
criteria in Participants section of this document) and, if eligible, scheduled for a 1 hour time slot
that was convenient for both the researcher and the student. Participants who signed-up through
email were provided a confirmation email by the researcher that they were scheduled for a
certain time.
To maintain fairness in the case of no-shows, participants who signed-up through
Experimetrix were not penalized 1 credit as this was not feasible with those who signed-up to
participate via phone, email, or walk-in. Participants were contacted by their preferred method
of contact; for Experimetrix sign-ups, the default method of contact was email.
Orientation session (OS). When participants arrived at the OS, they were provided with
an Informed Consent form in Spanish documenting the purpose of the study, participant rights,
responsibilities for acceptably completing this study, the potential risks, the potential benefits,
and contact information of principal investigator, the lab contact information, and the contact
information of the university Institutional Review Board. The nature of the study was then
described as entailing 1 hour (the current session) in which participants would become familiar
with the Survey Monkey webware within which they would make 24-hour daily reports. For
acceptable completion of the study, 7 reports spaced approximately 24 hour apart needed to be
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made prior to the follow-up session scheduled individually with the researcher. The sensitive
nature of the reports was noted while also noting that the participants‘ reports would not be
accessible to anyone but the researchers involved in this study. Furthermore, participants were
encouraged to maintain an open line of communication with the researcher during participation
in the study in the event of discomfort or problems arising as a result of participation; no reports
of discomfort were made by participants to researchers. At this time, participants were also
invited to ask all questions they had regarding their rights and responsibilities within the study.
Subsequently, if they felt comfortable participating, they were asked to sign the consent form.
After participants had signed the informed consent form, they were provided with a copy of the
informed consent for their records to reference if they desired. Researchers did not encounter
any individual who declined the option to participate subsequent to informed consent. The
informed consent process lasted approximately 10 minutes.
Those who signed the consent form were asked to log on to one of the available
computers and access the Survey Monkey website where they would complete all surveys.
Participants were then given a small sheet of paper where they wrote down a personalized log-in
identification (id) code. Each participant then chose the log-in id of their liking which they felt
they could most easily remember. This prevented complications in data collection as a result of
inability to recall log-in id. This approach also facilitated anonymity of responses to the degree
the participant chose. The id chosen was not revealed to anyone other than the researcher;
additionally, the participant was asked not to share this id with anyone to preserve confidentiality
of personal experiences and behavior.
Once the researcher verified that each individual had located the appropriate website for
the survey, participants were directed to enter their login id at the top of the baseline survey.
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This survey contained the survey questionnaires and information to be collected during the
orientation session. These materials included the demographic survey; Post-Traumatic-Stress
Disorder Checklist; Life Events Checklist; Depression, Anxiety, and Stress Scale; MultiDimensional Scale of Social Support, Brief COPE, and alcohol, cigarette, and other drug TimeLine Follow-Backs.
While completing these measures online, participants were provided with a standard
drink conversion chart for alcohol consumption reference and how common drinks to the area
can be reported (e.g., a caguama is approximately 3 drinks). Completing the orientation session
survey in SM facilitated improved comfort and familiarity with the website, logging-in, and
submitting responses.
Subsequently, participants were asked to navigate to the daily log survey website and,
instead of entering their log-in id at the top, participants were instructed to insert ―practice‖ in
the id range. They then were asked to complete a practice daily log. This practice served three
purposes. First, it enabled the participant to ask the researcher any questions about the content,
format, and procedure of the daily logs to be made to acceptably complete the study. Second, it
enabled participants to become familiar with the format of the task they were asked to complete
7 times prior to meeting with the research again. Lastly, it enabled participants to have an
understanding of how long a given report would take them. The approximate range of time it
took each individual to complete these practice reports while in the presence of the researcher
ranged from 5 to 10 minutes.
Subsequent to completion of these baseline measures and the practice daily report,
participants were asked schedule a follow-up appointment with researchers subsequent to 7 days
of 24-hour daily records submitted. Participants were provided with a small reminder card
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which contained the SM website address. However, no identification of the website survey to
which it pertains was made in order to protect participant confidentiality. The next line of this
reminder card contained a space within which to write the participant‘s chosen log-in id. Again,
no reference was made to it being the participant‘s specific log-in id. This line was provided to
help participants remember their log-in id in the event they forgot. The two lines of this
reminder card provided the lab contact information and the researcher‘s name and contact
number. Subsequent to the lab identification lines, there was a row of 9 boxes. Above the first
box was ―Sesión Primaria.‖ This box contained the date of beginning of the study for the
participant. The next 7 boxes were labeled ―Día 1‖ through ―Día 7‖ to enable participants to
record and remember how many more reports were needed to complete the study.
The participant was instructed that s/he would need to make a report no fewer than 24
hours after the present time. S/he was then asked to fill in the time on this small card as a
reminder that the next day‘s report cannot occur within the subsequent 24 hours. The participant
then was instructed that acceptable completion of this study will require 7 regular reports spaced
at least 24 hours apart and that this card will serve as a reminder to complete the required tasks
of the study. The last box contained a space with the label ―Fecha de Regresar‖ above it. Once
the individual had scheduled a return time not fewer than 7 days after beginning participation,
this date was written into this return date box in order to discretely remind participants of the
date no less than a week later when they would again meet with participants for a follow-up
session. These cards were printed on white professional business cards. See Appendix K for
the return card presented to participants.
Subsequent to providing this card, participants were asked if they had other questions or
concerns; these questions were addressed accordingly before dismissing the participant.
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Participants were thanked for their time as they were dismissed and reminded to contact the lab
should any concerns or problems arise. In total, the OS lasted approximately 1 hour for
participants.
Follow-up session (FUS). On the day of return for a given participant, the researcher
logged in to SM to retrieve information regarding the 24 hour logs of participants. This login
served two purposes. Most importantly, it facilitated screening of participants for traumatic
stress impact. The civilian threshold for PTSD identified by Blanchard and colleagues (1996)
within the PCL is a score of 44. However, a score of 34 or more may indicate the individual was
reasonably affected to at least a moderate degree. Individuals at a score of 34 or more were told
that their scores on this self-report measure of PTSD were indicative of some degree of concern.
This information was especially emphasized in individuals exhibiting a total PCLS score at some
point during the study that was greater than 44 (i.e., the marker for full PTSD impairment).
These participants were then provided with a brochure to the UTEP counseling center; the
researchers noted that this information did not necessarily indicate impairment—only that if they
felt they were affected to a significant degree, there were free options available to them to
potentially help with this stressor—or others.
In addition to this screening element available from daily surveys, the researcher‘s
inspection of 24 hour reports enabled valid examination of whether the individual completed the
necessary 7 records. Prior to meeting with participants, logging in to view the number of reports
enabled the researcher to inform the participant through their preferred method of contact that
rescheduling of the appointment would need to occur in order to provide the individual with
enough time to complete a full 7 reports before returning. If participants did not respond to this
contact and attended the scheduled appoint, they were politely asked to reschedule for a time that
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would permit them to complete the full 7 reports and were provided with a new reminder card
with the rescheduled date. Participants were informally asked to note to the researchers if they
encountered any barriers to making reports online. No significant barriers were noted from
participants who completed the study. The analytic section of this document provides a
description of considerations for those who did not complete the study (see the Drop-out analysis
section of this document).
Within the FUS, participants who successfully completed 7 reports spaced greater than
24 hours apart were asked to log-in to SM to complete a follow-up assessment. The follow-up
assessment contained all measures reported on at the orientation session (i.e., the LEC, DASS,
MSPSS, BCOPE, ATLFB, CTLFB, DTLFB, and PCLS), with the exception of the demographic
survey. Upon completion of these reports, the participant was asked if s/he had further questions
or concerns about the study. Debriefing from the study entailed asking participants if they
experienced anything negative with regard to the study procedures. It was also noted to all
participants that if they began to experience extreme distress at any time as a result of the
violence occurring in CJ or as a result of other life experiences, there are individuals available to
consult and help available if they desire it (e.g., the counseling center). Again, it should be noted
that participants who exhibited relatively high PCL scores were provided with a brochure to the
UTEP counseling center as an efficient and free option to help.
Once participants were debriefed regarding the risk information and support from the
counseling center, they were provided with a $40USD Target giftcard or 4 credits entered into
Experimetrix as compensation for participation. All participants were then thanked again for
their time and effort and dismissed.
Participant follow-up no-shows. Those who failed to attend their scheduled session
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were contacted via their preferred contact method in order to reschedule for the FUS. Three
attempts to reschedule were made. If no response was encountered, these individuals were no
longer contacted and were subsequently identified as having been lost to follow-up unless these
participants contacted the researcher at a later date on their own volition.
Information regarding participant activity, scheduled date of return, preferred contact
form, contact information, and attrition were logged by the researcher in a standard log form.
This log provided the researcher with a concise means of tracking the activity of each participant.
See Appendix L.
Approach to Analysis
Data considerations and reduction. Descriptive characteristics were calculated for
travel related assessment of attendance in Cd. Juárez including time spent in Cd. Juárez and El
Paso in a given week, as well as the percentage of close family and friends individuals perceived
live in Cd. Juárez. Descriptive statistics were also calculated for all time-invariant covariates
(sex; age; citizenship; and household income level; past 30 day traumatic stress; LEC number of
life events experienced directly, witnessed, or learned of happening to someone else; depression,
anxiety, and stress symptomology; family, friend, and significant other social support; and
problem, active, and avoidance focused coping ) and time-varying covariates (hours spent in Cd.
Juárez in past 24 hours; degree of fear, helplessness, and horror experienced during that day; and
reasons for traveling to Cd. Juárez including family, friends, business, club/antro related
activity); descriptive statistics for time-varying covariates also were calculated with overall,
between-participant, and within-participant standard deviations and proportions. The covariate
of age was extensively skewed and kurtotized due to convenience sampling at a state university.
Age was therefore submitted to a natural log transformation prior to inferential modeling. For all
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other continuous variables assessed, descriptive statistics were calculated on the observed scores.
For inferential modeling, the observed distributions were scaled to 0. For example, the complete
absence of social support would not be a score of 4, but 0. Similarly, the complete absence of
traumatic stress would not be a score of 17, but a score of 0. This study had the luxury of having
all scales reasonably conceptualized as having a true zero. Because of arbitrary scaling
influences on interpretation (Blanton & Jaccard, 2006), centering predictors at the cluster
centered mean or the group centered mean (e.g., Enders and Tofighi, 2007; Kreft, de Leeuw, &
Aiken, 1995) may add more ambiguity to parameter effects than retaining raw score estimates in
the present study. Rather than utilizing centering approaches at grand or cluster means, rescaling
was utilized to provide inferential estimates representative of distributions with the logical lefttruncation point of 0. It can be shown that raw score and grand mean centered models are
equivalent in nature (Kreft et al., 2005). Furthermore, Kreft and colleagues note that centering in
multi-level models aids in the reduction of correlation between the random intercept and random
slope. However, such benefit is complicated and potentially negated by the necessity to estimate
an exchangeable correlation of random effects to achieve model convergence in currently
available computing resources. The present formulation allowed for the interpretation of fixedeffect estimates as reasonably approximating deviations from 0 (i.e., the absence of a symptom
or a quality).
Only one individual reported any use of any illicit substances during the course of this
study. In all cases, this was marijuana. Because of the limited reported use (<1%), no inferential
analyses could be conducted with daily illicit substance use.
Daily alcohol use was assessed via multiple time-varying covariates. Individuals‘ reports
of consumption of standard drinks in the form of beer, caguamas (940ml or approximately 32oz
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beer containers), wine, shots, and mixed drinks were summed within each day for each person to
create a count distributed person-day standard drink consumption item. An analogous count
distribution was observed for the single item in daily surveys assessing number of cigarettes
smoked in the past 24 hours. Inferential models were originally positioned to model the count
distribution observed. However, the aggregate distributions of daily alcoholic standard drinks
consumed and cigarettes smoked reveal extensive 0-inflation for the entire sample (78% and
87%, respectively). The assumptions of standard Poisson distribution analyses were also not met
for daily alcohol and cigarette consumption; the variances were 775% and 579% larger,
respectively, than the means (alcohol M = .98, s² = 7.56; cigarettes M = .51, s² = 2.96).
Furthermore, these distribution violations were observed within a nested structure, limiting valid
random-effects estimation given available computational resources. Consequently, distributions
for person-day standard alcoholic drinks and person-day cigarettes smoked were transformed to
binary variables, with resulting inferential analyses predicting likelihood of use rather than rate
of use.
Substance use items asked in the DS addressing perceived change in substance use as a
result of the violence and insecurity were reported descriptively, and univariate hypothesis tests
were conducted to assess change in perceived substance use as a result of the escalation of
violence and insecurity in Cd. Juárez. These included Likelihood Ratio χ² tests for categorical
variables; single sample t-tests assessed directional change from 0 on a scale of -2.00 to 2.00.
Inferential Modeling Preparation. A single time-invariant covariate noted above was
included in descriptive analyses, but was excluded from inferential analyses. This covariate was
the number of traumatic events that the individual was unsure s/he had experienced within the
LEC. It was excluded because a lack of a clear theoretical implication for events which are not
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recalled unambiguously and because this covariate was unassociated with traumatic stress in all
models considering the LEC. A single time-varying covariate was also excluded from all
inferential analyses. This covariate was whether an individual reported traveling to Cd. Juarez
for work related reasons. Only one individual reported doing so, thereby limiting inference from
this covariate and potentially producing unstable models.
Drop-out analysis. The majority (80%) of participants completed the study, leaving 20%
who dropped out in monotonic form prior to completing 7 days of reports. Study drop-out is
rarely a positive outcome of a study. However, in the present study, it can be beneficially
examined to inform future traumatic stress studies. As a core symptom cluster of traumatic
stress and PTSD is re-experiencing, one consideration in a study assessing traumatic stress is
whether inquiring about traumatic stress is a proxy for a re-experiencing symptom. Coupled
with this consideration is the issue of avoidance. As another core symptom cluster of traumatic
stress is avoidance, a longitudinal study of traumatic stress at the daily level may have the
potential to promote both re-experiencing of negative events and avoidance of the events by
dropping out of the study. As a result, the drop-out observed in this study may be Not Missing
Not at Random (MNAR) or informative (Rubin, 1976).
Three means of assessing the potential drop-out mechanism were utilized. First a lifetable calculation accounting for the clustering of daily observations within participants was
utilized. Drop-out trends were separated by past-30 day traumatic stress score for low, moderate,
and high risk groups (i.e., PCLS scores of <34, 34 to 43, and > 44). In this approach, drop-out
was homogenous among risk groups, Likelihood Ratio χ² (2) = .06, p = .97 (see Figure 2). This
suggests that drop-out in the study was not associated with prior-traumatic stress symptoms as a
result of violence and insecurity in Cd. Juárez. Nevertheless, this approach does not account for

43

drop-out that is (MNAR) as a result of ongoing traumatic stress. It also does not account for
those who may have selected to participate because they were less (or more) traumatized overall;
no empirical model given the observed data can be estimated to account for potential selection in
to participation as a result of a given traumatic stress score.
Models currently valid and available to accommodate monotonic MNAR drop-out in this
study design are frailty models, pattern-mixture models, and a selection model framework
(Molenberghs, Michiels, Kenward, & Diggle, 1998). A frailty model was estimated, though
convergence was not achieved with the available data; a similar situation occurred with a patternmixture model due to invariance in drop-out indicators and under-identification—a common
issue with pattern mixture models. A simplified and statistically identified pattern mixture
model would have lost fidelity of the potential drop-out mechanism. Consequently, a Diggle
Kenward (1994) selection model (DKSM) was estimated with the available data.
Within the DKSM, one survival indicator from report 3 to 4 was constrained to be 0 due
to invariance in this indicator (i.e., no one-dropped out in this interval). Due to the
computational complexity of this model and the limited data available for such models, only one
covariate was included in estimation. Past-30 day traumatic stress was included as a time
invariant covariate due to its potential relationship not only with ongoing traumatic stress at the
daily level, but also because more highly traumatized individuals overall may be more likely to
re-experience events as a result of inquiry and avoid continuing the study overall. To allow
estimation however, only the intercept was allowed to covary with past 30 day traumatic stress;
the slope covariance was constrained to 0 to permit convergence. Maximum-Likelihood
estimation with Monte-Carlo integration facilitated model convergence; a Cholesky variance
decomposition was invoked to improve estimation time. The DKSM revealed that drop-out was
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unassociated with traumatic stress score for the prior daily report, all survival indicators Zs <
|.65|, and all ps > .52. This model suggests that data are either Missing at Random (MAR) or
Missing Completely at Random (MCAR). That is, the probability of missingness depends on the
observed data, though not on the missing data in the sample (MAR), or that the probability of
missingness is unrelated to both missing and observed values (MCAR) in the sample (Rubin,
1976, Schafer & Graham, 2002).
Inferential modeling. The primary outcome of interest in the present study was daily
traumatic stress and the influence of time-invariant and time-varying covariates on daily
traumatic stress over seven total reports. To accommodate MAR in these models, a multi-level
linear model (cf. Snijders & Bosker, 1999) utilized maximum-likelihood estimation via
expectation maximization. This estimation approach is robust to MAR mechanisms (Gardiner,
Luo, & Roman, 2009). In addition to the random intercept for participant (i.e., observations
within participant), a random-effect was specified for whether an individual did not complete the
7 reports necessary to complete the study protocol (i.e., whether a participant dropped out or
not). Due to an interest in fixed effects versus random effect variance, an exchangeable
correlation matrix for the random effects terms (cf. Barnett, Koper, Dobson, Schmiegelow, &
Manseau, 2010) was specified to permit efficient estimation and model convergence.
Covariance of the random-intercept for participant and random slope for drop-out was not
significant in any model as a fixed effect, though was retained to ensure drop-out was most
appropriately considered. Univariate models predicting daily traumatic stress scores considering
all covariates noted above (demographics, past 30 day traumatic stress, LEC, DASS, MSPSS,
and Brief COPE scales) were conducted and compared to a full model to assess the best fitting
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model via the Akaike Information Criterion (AIC) and Schwartz‘s Bayesian Information
Criterion (BIC) (Barnett, Koper, Dobson, Schmiegelow, & Manseau, 2010).
A similar linear multi-level model was estimated to assess an ancillary question of
interest as to whether self-medication (perceived coping via substance use) occurred at the daily
level. Because this continuous variable exhibited some degree of skew and kurtosis in
distribution, a natural log transformation was utilized on this outcome. All covariates considered
in the primary daily traumatic stress model were modeled in predicting this single selfmedication perception item. Two other covariates were also included in this model: whether
one drank any alcohol in the past 24 hours and whether one smoked in the past 24 hours. These
two covariates were included to adjust for the fact that the propensity to perceive self-medication
at the daily level depends on whether one actually used substances in the past 24 hours. Daily
traumatic stress scores were assessed in relation to perceived coping via substance use as well in
order to assess the potential for perceived self-medication of traumatic stress symptoms. A full
model with all covariates was specified. All other estimation procedures outside of these fixedeffects specifications mirrored those described previously for predicting daily traumatic stress.
Two outcomes of interest (daily alcohol consumption and daily smoking) were modeled
to predict behavioral changes in substance use as a result of the violence and insecurity in Cd.
Juárez. These two models included all covariates considered in the daily traumatic stress model.
In addition, past 30 day drinks consumed was entered as a covariate in the model predicting daily
likelihood of drinking; past 30 day number of cigarettes smoked was entered as a covariate in the
model predicting daily likelihood of smoking. Daily traumatic stress scores were the primary
covariate of interest in predicting daily likelihood of drinking and smoking. Models were
estimated with all covariates specified in the linear models. In addition, past 30 day alcohol use
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was included as a covariate in the model predicting past 24 hour alcohol consumption; past 30
day cigarette use was included as a covariate in the model predicting past 24 hour smoking.
Multi-level logistic models were specified with random effects (i.e., a random intercept
for participant and a random effect for drop-out) were specified as in the linear models described
above.

To decrease estimation time and, in some cases, permit estimation, the Laplace

approximation (1 integration point based on participant data) was specified.
For all linear models, point estimates (Bs) and associated Confidence Intervals (CIs) are
presented in tabular form. For non-linear models, Odds Ratios (ORs) and associated CIs are
presented in tabular form. For all models, point estimates and associated p values are presented
in the text.
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RESULTS
Time-Invariant Descriptive Results
The sample (N = 121) was predominantly female (62%) and approximately equally
distributed between U.S. citizens (53%) and residents (47%). Participants spent a median of 4
days in Cd. Juárez and 5 days in El Paso. Participants reported a median of 80% of close family
and a median of 70% of friends live in Cd. Juárez. Other participant characteristics are presented
in Table 1.
Addressing traumatic stress related time-invariant characteristics, perhaps the most
notable finding is that of level of acute PTSD symptomology (past 30 day traumatic stress).
Only 23% of the sample exhibited minimal risk for traumatic stress (PCLS score < 34); 28% of
the sample exhibited moderate risk as defined by symptoms consistent with some degree of
stress (PCLS score between 34 and 43); 49% of the sample exhibited symptomology scores
indicative of acute PTSD in the civilian population (score of 44 to 85). While the age of
participants was relatively young (Median = 21), many individuals reported having already been
exposed to multiple events that objectively quality as traumatic. Individuals reported a median
of 4 events they learned of happening to others (indirect exposure). Further, participants
reported a median of one objectively traumatic event they witnessed (close indirect exposure),
and a median of 2 objectively traumatic events they had experienced directly. Table 1 presents
these figures more extensively. In addition, Table 1 presents scores for the DASS, MSPSS, and
BCOPE. In general, participants reported relatively low levels of overall depression, anxiety,
and stress; reported relatively high levels of perceived social support from family, friends, and
significant others; and exhibited a moderate degree of problem-focused, active-oriented, and
avoidance-based coping behaviors overall.
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Baseline reports of substance use pattern changes as a result of the violence and
insecurity are reported in Table 2. Participants reported a median of 3 drinks, 1 cigarette, and 0
illicit substance use events in the past 30 days. The more coarse measure of substance use
change (categorical) suggests that the majority of individuals either decreased or did not change
their use of alcohol, cigarettes, and illicit substances (see Table 2). Only one person reported any
past 30 day illicit substance use other than marijuana. Examining only those who reported
perceived increases versus decreases in alcohol, cigarettes, and illicit substances as a result of the
violence, the sample reported a significant perceived reduction in alcohol consumption, χ²(1) =
27.22, p < .01; no change in cigarettes smoked, χ²(1) = 1.79, p = .18; and a significant decrease
in the use of illicit substances, χ²(1) = 24.96, p < .01. However, the potentially more sensitive
continuous assessment of perceived change in substances as a result of the violence and
insecurity revealed a different pattern. As a result of the increase in violence and insecurity in
Cd. Juárez, participants reported a significant perceived reduction in the use of alcohol, t(120) = 3.88, p < .01; cigarettes, t(120) = -2.72, p < .01; and illicit substances, t(120) = -4.53, p < .01.
Daily Report Descriptive Characteristics
Time-varying descriptive statistics are presented in Table 3 for the 816 person-days
observed. Participants reported a mean of 11.87 hours in Cd. Juárez each day, with similar
variability between participants (SD = 6.74) and within participants across reports (SD = 6.39).
Daily traumatic stress levels were just below a score indicative of moderate risk (PCLSD of 34
or more); participants reported a mean of 32.30 overall on the PCLSD. However, scores were
369% more variable between participants (SD = 11.74) versus within participants across reports
(SD = 6.11). Daily reports also reveal that participants were subjectively exposed to the violence
and insecurity; the degree to which individuals felt fear (M = 1.91), helplessness (M = 1.93), and
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horror (M = 1.58) might be considered moderate, with variability in fear, helplessness, and horror
exhibiting a relative consistency between participants (SDs of 1.44, 1.49, and 1.47, respectively)
and within participants across reports (SDs of 1.16, 1.20, and 1.11, respectively).
The reasons for being in Cd. Juárez were also varied with the most common reason being
family related; 75% of reports made by individuals endorsed family as a reason for being in Cd.
Juárez in the past 24 hours. Similarly, 33% of reports included friends as a reason for being in
Cd. Juárez, 8% for business related activities, and 5% for visiting an antro/bar. Finally, timevarying substance use reports revealed that 22% of person-days included consumption of at least
1 alcoholic beverage consumed. Participants also reported smoking a cigarette in 13% of
person-days. During the course of the study, no report of illicit substance use was made.
Predicting Daily Ongoing Traumatic Stress
Model fit statistics for each of the univariate models predicting daily traumatic stress, as
well as the full model including all covariates assessed at the univariate level are presented in
Table 4. The best fitting model was the full model, χ² (29) = 443.16, p < .01, suggesting that
variability in daily traumatic stress is best accounted for by considering both time-invariant and
time-varying covariates, as well as demographic variables. However, multiple covariates were
not significantly associated with daily traumatic stress. All demographic covariates (gender,
citizenship status, income, and age) were unassociated with daily traumatic stress levels (all ps >
.35). Both direct and indirect forms of prior traumatic event exposure reports (LEC events) were
unrelated to daily traumatic stress levels as well (all ps > .18). Furthermore, depression, anxiety,
and general stress related symptomology were unrelated to daily traumatic stress levels in the
multivariate model (all ps > .31). All social support factors in the MSPSS as well as approaches
to coping were also unassociated with daily traumatic stress levels (all ps > .44).
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Of the time-varying covariates in the full multivariate model, traveling to Cd. Juárez for the
reason of visiting family or friends, for business related activities, or even bar/antro related
activities were all unrelated to daily traumatic stress (all ps > .14). Notably, the objective
exposure measure in this study of time spent in Cd. Juárez each day was unassociated with daily
traumatic stress (p > .54). A dichotomous full-day versus not full-day indicator was also created
from this continuous covariate to examine the possibility that a full-day of exposure exhibits a
different trend than the continuous time (hours) covariate. However, this full-day indicator was
also insensitive to daily traumatic stress variability in all models and was removed from all
analyses.
The only time-invariant covariate that was associated with daily traumatic stress levels
was past 30 day traumatic stress level (B = .37, p < .01). Furthermore, degree of helplessness (B
= .93, p < .01) and horror (B = 1.42, p < .01) were strongly and positively associated with daily
traumatic stress levels. Degree of fear experienced in the past 24 hours was marginally
associated with daily traumatic stress levels (B = .58, p = .08).
Perceived Coping via Substance Use
The model predicting perceived self-medication, Wald χ² (32) = 114.38, p < .001,
resulted in 5 significant associations when adjusting for other covariate variability. BCOPE
overall avoidance coping (B = .03, p < .05), was associated with past 24 perceptions of selfmedication. Having consumed alcohol in the past 24 hours was associated with daily
perceptions of coping with substance use (B = .12, p < .05); however, past 24 hour smoking was
unassociated with perceived coping via substance use overall (p > .22). Depression
symptomology (B = .04, p < .05) was positively associated with perceived self-medication. Of
the time-varying covariates, both increases in feelings of helplessness (B = .02, p = .06) and daily
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traumatic stress (B = .01, p < .001) were marginally and significantly associated with selfmedication.
Predicting Past 24 Hour Behavior
The model predicting past 24 hour alcohol consumption as a function of time-invariant
and time variant covariates produced a statistically significant model, Wald χ² (31) = 60.61, p <
.01. However, only 3 covariates accounted for the propensity to consume alcohol in a given 24
observation period. The only time-invariant covariate associated with past 24 alcohol
consumption was avoidance coping, OR = 1.14, p < .01. Of the time-varying covariates,
reporting being at a bar/antro/club in the past 24 hours was associated with past 24 hour alcohol
consumption, OR = 18.44, p < .001. Finally, past 24 hour daily traumatic stress symptoms were
negatively associated with past 24 hour alcohol consumption, OR = .96, p < .01.
A model containing all covariates predicting past 24 smoking was not statistically
significant, Wald χ² (31) = 41.13, p > .11. The only covariate that was univariately associated
with past 24 hour smoking in the full sample was past 30 day reported cigarettes smoked, OR =
1.12, p < .001. Due to the lack of any other observed effects encountered in the aggregate
sample, a sensitivity analysis of parameter effects was conducted by identifying those who
reported at least daily or weekly smoking and examining parameter effect stability in the subsample that more frequently smokes. Six percent of the sample reported daily smoking, and 27%
of the sample reported weekly smoking (33% of total). Yet, even when examining this subsample of more frequent smokers, the only covariate associated with the likelihood of smoking
in the past 24 hours in this sample was, again, the number of cigarettes reported in the past
month, OR = 1.20, p < .01. The consistency of effects in this sub-group relative to the full
sample is likely due to the fact that the majority of cigarettes smoked were within more frequent
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smokers. No analogous sensitivity analysis could be conducted with alcohol as categorical
drinking status (versus past 30 day number of drinks) was not assessed in the present study.
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DISCUSSION
Community violence and insecurity associated with the narco-trafficking and army
presence in Cd. Juárez may reasonably be considered ongoing traumatic stress (OTS) as much
as ongoing potentially traumatic stress. This is consistent with reactions recently reported during
the ongoing traumatic stress response incurred by community members in Sderot, Israel
(Diamond et al., 2010). Importantly, while Sderot is a considerably smaller community than Cd.
Juárez, rocket attacks that have traumatized this community since 2001 are reported to have
killed a total of 15 Israeli citizens and injured 400 individuals at the time Diamond and
colleagues reported on OTS. While it is difficult to assess the number of individuals injured as a
result of violence along the USMB, it is all too common to have 15 murders in one day in Cd.
Juárez, in addition to similar and growing murder rates in cities surrounding the USMB, such as
Chihuahua City, México.
During the time that this study was recruiting participants, more than 1,200 murders were
documented, with hundreds of thousands fleeing the city (Miglierini, 2010). However, to the
extent individuals are affected, it is likely that other threats of harm are affecting individuals
more-so than the murder rate. Similar to work on OTS in Israel (Diamond et al.), what may be
more stressful for individuals in Cd. Juárez is not the actual murder rate, but rather all the
experiences that comprise the violence and insecurity that residents face on a daily basis. For
example, some participants anecdotally reported being bystanders in shoot-outs, being assaulted,
and being carjacked at some point during the violence. While the eligible sample of participants
in this study were students attending a U.S. university and spent approximately half their lives on
the U.S. side of the border where the situation is still relatively safe, this did not confer complete
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safety. During the time of this study, 3 students attending the University of Texas at El Paso
who were eligible to participate in this study were themselves murdered while in Cd. Juárez.
Being directly affected by the violence may not necessarily be the main concern, or even
a major concern for many who spend time on both sides of the U.S./México border. For
example, many also anecdotally reported that a loved one or friend had been kidnapped or
threatened with kidnapping in the past 3 years. These anecdotal reports are supported by the
empirical evidence in this study that hours in Cd. Juárez each day (exposure) by participants was
unassociated with traumatic stress levels at the daily level. Similar to residents of Sderot, Israel
experiencing ongoing threats (Diamond et al.), it is likely not only the events that have happened
before that affect traumatic stress levels, but also the unpredictability and the fear of what may
happen in the future to an individual or to an individual‘s loved ones affects traumatic stress
levels. Yet, it remains unclear what the exact host of anticipatory fears are in the context CARV.
These fears may be highly variable given that in individuals identified as having PTSD, response
and fear regulation may be highly disrupted at the organic level (Etkin & Wager, 2007). Future
systematic qualitative assessments of how individuals may experience the ongoing conflict
situation may shed further light on the consistent anticipatory fears individuals exposed to
CARV may be experiencing.
These ongoing community threats likely served to elevate past 30 days traumatic stress
scores in this study, as the percentage of individuals reporting symptomology consistent with
PTSD is strikingly consistent with a similar study of ongoing conflict between Arabs and Jews in
Israel (Hobfoll, Palmieri, Johnson, Canetti-Nisim, Hall, & Galea, 2009). Given this high level of
traumatic stress, there is likely to be a long term psycho-social impact from conflict of this sort
for both those directly and indirectly affected (Wilson & Freer, 2010). For some, this trauma

55

exposure is likely to affect psycho-social functioning for decades (Ginzburg, Ein-Dor, &
Solomon, 2010).
In the short term, it is clear that there is a high degree of between-person variability in
daily OTS scores which suggests a complex biological-environmental interaction to traumatic
stress (Gillespie, Phifer, Bradley, & Ressler, 2009). Consistent with this possibility, the impact
of objective exposure to PTEs (i.e., number of hours in Cd. Juárez) was not associated with
OTS. Rather, more proximal and subjective exposure to trauma in terms of degree of fear,
helplessness, and horror was strongly associated with increased OTS. In this respect, OTS is
consistent with PTSD (APA, 2000, Brewin, Andrews, & Rose, 2000).
Many individuals in the current study reported exposure to multiple prior traumatic
exposures, though OTS was unassociated with these prior exposures. This suggests that young
adults sampled in this study are relatively resilient to trauma (Bonanno, 2004; deRoon-Cassini et
al., 2010; Norris et al., 2009). Indeed, resilience may represent a common process of adapting to
community violence (Dutton & Greene, 2010). Resilience is also not the only trajectory that can
be observed in response to trauma exposure, however. In addition to resilience and chronic
symptom trajectories, resistance (no reaction at all) and steady recovery also are possible trauma
outcomes both in the U.S. and in México (Norris et al., 2009). As less is understood of
individuals experiencing OPTS, future prospective examinations of OPTS exposure and OTS
recovery patterns (i.e., resistance, resilient, recovering, or chronically affected) are indicated to
anticipate population reactions in many conflict prone areas of the globe.
Theoretical Conceptualization of Ongoing Traumatic Stress
Contemporary Learning Theory. As yet, there exists no comprehensive theoretical
foundation for assessing ongoing traumatic stress. Within the context of the assessment of
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ongoing traumatic stress, one theoretical framework which supports the behavioral reactions
(i.e., traumatic stress reactions) is CLT (Mineka & Zinbarg, 2006). As presented in Figure 1,
there are clear POST-event symptoms related to CARV. At the daily level, these symptoms are
moderately to strongly conditioned on the PERI-event uncontrollability and unpredictability of
many events occurring in Cd. Juárez in terms of fear, helplessness, and horror. In this respect,
CLT provides reasonable theoretical overlap with the current APA (2000) guidelines for PTSD.
Additionally, support was found for 1 PRE-event unconditioned factor: past 30 day traumatic
stress—although such a PRE-event factor could also be considered an auto-conditioning factor as
well. Nevertheless, it is not outside the realm of possibility that recall of traumatic stress is
somewhat distorted (Wolfer, 1999) and perhaps weighted toward more recent events. If this is
indeed the case, daily traumatic stress experiences should be given more weight than past 30-day
recall.
The majority of PRE-event factors associated with post-traumatic stress (cf. Ozer et al.,
2008) condition ongoing responses to potentially traumatic events to a lesser extent than posttrauamtic stress. Rather, and perhaps due to their proximal association with traumatic stress
levels, PERI event feelings of uncontrollability and unpredictability (i.e., fear, helplessness, and
horror) appear the strongest mediators of ongoing traumatic stress levels. This interpretation is
in line with a longitudinal assessment of PTSD which found that a sense of safety and control are
strongly associated with more positive reactions to traumatic events (McFarlane, 2000). As a
result, helping individuals, families, and communities to find small ways of promoting control
and predictability in situations of ongoing potentially traumatic stress may do much to help
prevent long term traumatic stress reactions. Absent the ending of the violence altogether, an
exploration of residents‘ perceptions of what may help to promote predictability and control in
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small ways may be a fruitful line of intervention research and may directly map on to the
important traumatic stress buffer of social support. Finally, in developing a representative
theoretical perspective of OTS, the present data suggest consideration of additional psycho-social
dynamics that may affect ongoing traumatic stress reactions within the context of CARV. Two
particular psycho-social considerations are noteworthy: psycho-accumulation of ongoing
potentially traumatic stress and family dynamics along the USMB.
Toxin exposure and psycho-accumulation. As noted above, prior exposure to
reasonably objective traumatic events (e.g., witness to murder) was unassociated with daily OTS.
While this is in contrast to the impact of prior event exposures on PTSD in meta-analytic work
(Ozer et al., 2008), the impact of ongoing potentially traumatic and traumatic stressors over
longer periods of time (i.e., greater than 7 days of recording) remains unclear. OTS can be
analogized to toxin exposure (Ursano et al., 2009), whereby traumatic stress is a function of
exposure, degree, duration, and psychological susceptibility. Similar to bio-accumulation of
toxins, ongoing traumatic stress may be a form of psycho-accumulation of traumatic stress. That
is, increased ―trauma load‖ over time worsens traumatic stress (Alim et al., 2008). This is
especially true if one assumes that cut-scores on trauma measures are somewhat arbitrary
markers of impairment (Litz, 2005). While our understanding of ongoing traumatic stress vis à
vis post-traumatic stress may be less, this psycho-accumulation may actually share etiological
bases with complex trauma (Courtois, 2004). For those more indirectly affected by the violence,
the development of complex PTSD (Herman, 1992) may be less of a concern, as complex PTSD
involves extreme ongoing trauma (e.g., torture or child abuse). However, the psychoaccumulation of traumatic stress in situations of ongoing violence and insecurity is not
inconsistent with the ongoing nature of events that are associated with the development of
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complex PTSD. Future longitudinal work is needed to determine whether the ongoing cartel
related violence and insecurity along the U.S./México border has the potential to create both
PTSD and a low-grade complex PTSD reaction.
Family dynamics. A focus on both the U.S. and Mexican citizens is also needed. While
the violence is largely localized to the Mexican side of the border, it is notable that there was no
difference between U.S. citizens and Mexican citizens (U.S. residents) in traumatic stress levels
as a result of CARV. One reason this may have occurred is related to family structure. Family
cultural conflict in Mexican American families in particular is strongly associated with increased
distress (Rivera et al., 2008). This is notable for two reasons. First, cultural conflict in the
context of the ongoing violence may arise from the decision of various family members to move
to the U.S. for safety, or to stay in Cd. Juárez because of familiarity or lack of ability. If family
members are in disagreement about whether to move to El Paso, TX or the interior of the U.S.
versus stay in Cd. Juárez amidst the violence and insecurity, this could potentially promote
increased distress in two ways. First, individuals who opt to stay in Cd. Juárez may feel
abandoned or separated from loved ones if other family members move to the U.S. side of the
border. Second, individuals who opt to move to the U.S. may feel distressed because of the
awareness that loved ones remaining in Cd. Juárez are still at risk for harm.
The fact that neither citizenship nor time spent in Cd. Juárez was associated with
traumatic stress may indicate that individuals experience individual-level stress and proxy stress
from family members they may be separated from as a result of immigration. A similar situation
is observed in refugees from other conflict prone areas of the world (e.g., Hobfall et al., 2009;
Wyshak, 1994). Importantly, for those who opt to move to the U.S., security may not offset
prior stressors and may exacerbate other stressors. Difficulty adapting to different socio-cultural
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norms, finding employment, and in general, finding stability may be as difficult post-move as the
traumatic events that motivated emigration in the first place (Fozdar, 2009). This highlights the
necessary consideration of needs of those who have opted to begin a new life in the U.S. who
were or are affected by the CARV occurring on the U.S./México border. In brief, the psychoaccumulation of OTS may not simply stop once one is directly removed from a violent
environment; indirect ties to the violence (e.g., through family members still immersed) and
challenges of immigration may result in a continued maintenance of traumatic stress
symptomology.
Coping and Ongoing Traumatic Stress
Ongoing versus post-traumatic coping. Coping behaviors are consistently related to
traumatic stress (e.g., Brown et al., 2002; Martz et al., 2010), though coping is often diverse after
trauma exposure (Riolli & Savicki, 2010). Recent meta-analytic assessments of emotion focused
avoidant coping, problem focused coping, and active coping suggest that only avoidance coping
is strongly associated with distress symptoms (Littleton et al., 2007)–a pattern corroborated in
acute stress situations (Taylor et al., 2009). Problem-focused coping may be difficult in
situations of uncontrollable and unpredictable violence. Emotion focused coping strategies may
be more feasible (e.g. thinking about the situation differently), though extremely negative events
occurring in a community on an ongoing basis may make it more difficult to think of the
situation in a positive light. As a result, it is not surprising that these forms of coping were not
associated with daily traumatic stress levels. On the other hand, avoidance coping is consistently
associated with chronic PTSD (Bal, Crombez, Van Oost, & Debourdeaudhuij, 2003; Dulin &
Passmore, 2010; Johnsen, Eid, Laberg, & Thayer, 2002) and may account for a large degree of
PTS outside of chronic PTSD (Benotsch et al., 2000; Bryant & Harvey, 1995; Dempsey et al.,
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2000; Ouimette, Ahrens, Moos, & Finney, 1997; Silver et al., 2002; Simpson et al., 2006;
Ullman, Filipas, Townsend, & Starzynski, 2007; Ullman, Townsend, Filipas, & Starzynski,
2007). Additionally, avoidance coping may promote and facilitate maintenance of PTS
symptoms (DeRoma et al., 2003). In contrast to post-traumatic stress, avoidance coping was
unassociated with daily traumatic stress in the present study.
One argument for this lack of association among all general coping factors and daily
traumatic stress is that the time interval of assessment may have been too short for individuals to
consider reaction in any consistent pattern. However, coping was assessed prior to daily
traumatic stress assessment, suggesting that the general means of coping with CARV were not
influential to daily traumatic stress reactions in a consistent form. It should be noted however
that the variability observed in coping estimates on daily outcomes was large, suggesting that
some individuals utilize very different strategies to cope with CARV on a daily basis.
An additional reason for the lack of association between OTS and avoidant coping in this
study may be that individuals well integrated in to Mexican society (i.e., families live in Cd.
Juárez, long-time friends are in México, healthcare access and social program access, as well as
preferred foods and customs in México) are not inclined to avoid the ongoing insecurity because
the benefits of living in Cd. Juárez outweigh the threat of PTE exposure for them. Indeed, adult
refugees having grown up in one setting who then flee that setting appear to fair worse in
traumatic stress outcomes than adults who remain in the conflict area (Ahmad, Von Knorring, &
Sundelin-Wahlsten, 2008). To the extent individuals are employing avoidance coping however,
it may also be that such traditionally negative forms of coping may not necessarily be strictly
negative, especially in the context of extreme stressors (Bonanno, 2004; Hutchinson & Lema,
2009). Lazarus (2000) suggests that traditionally positive and negative forms of coping may
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actually work in concert in certain situations. Indeed, some authors have conceptualized coping
occurring much more at the state level than at the trait level (Carver et al., 1989; Gil, 2005).
Another conceptualization is of coping as much more of a process than a consistent set of
behaviors (Lawler, Ouimette, & Dahlstedt, 2005; Lazarus & Folkman, 1987; Todd et al., 2004).
As a result, real-time oriented longitudinal reports of use of a particular coping strategy in a
given situation may be more informative than retrospective assessments of how one generally
copes in a given situation (Todd et al., 2004).
Coping strategies during ongoing traumatic situations. Because fear is reasonable if
it is reality based as opposed to when it is overgeneralized to safe situations in the case of PTSD,
Diamond and colleagues (2010) suggest that OTS needs to be addressed somewhat differently
than PTSD. They suggest that mindfulness breathing, other forms of relaxation training, and
improved planning may help individuals who have opted to seek professional help, but that
exposure therapy in OTS may actually be a form of indirect re-exposure. Still, further study is
needed as to how to approach individuals who have sought help for OTS. For example,
ecological momentary assessment of coping (cf. Smyth & Stone, 2003) may elucidate helpful
coping skills other community members have employed within the context of the ongoing
insecurity and community violence. Future real-time assessments of how individuals cope with
OPTS may be fruitful both for future theoretical framing of OTS and for program planning
targeting improvements in quality of life of those immersed in uncontrollable and unpredictable
situations—such as CARV.
One example of such a specific coping skill that may not be easily addressed by
questionnaires in the current context is that of travel planning. Many individuals in Cd. Juárez
use a different route to the same location each time travel is required so as to prevent others from
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detecting travel patterns. In addition, many individuals indicate not going out as much in general
in an effort to avoid potentially traumatic situations. Under some circumstances, these coping
strategies would be considered avoidant behaviors—especially if an activity were a source of
much pleasure and social interaction. Yet, these strategies are also problem-focused and
adaptive, as avoidance of patterns and certain areas of the city may lower the likelihood of
trauma exposure. In this respect, coping skills in OTS may not cleanly fit in to a strictly positive
versus negative attempt at coping (Lazarus, 2000). In all, a clearer understanding of how
individuals are coping with OTS in the context of community and army related violence is
necessary.
Nuances of Social Support
Social support is a particularly strong buffer against PTSD (Brewin et al., 2000b; Pietrzak
et al., 2010), but this applies primarily to retrospective reports of trauma (e.g., Nygaard, Jensen,
& Dyb, 2010; Schumm, Briggs-Phillips, & Hobfoll, 2006), and social support is not always
found to negatively relate to traumatic stress. In the present study, family, friend, and significant
other social support were all unrelated to daily traumatic stress levels, though there may be a
number of explanations for this finding. Larger families may be more at risk for increased
traumatic stress (Birmes et al., 2009), which suggests that as social resources are spread across
the family, the ability of the family to help an individual diminishes to some degree.
Furthermore, using the MSPSS, Bradley, Schwartz, and Kaslow (2005) found that after
accounting for level of trauma and other approaches to coping, social support was unrelated with
intimate partner violence—a potential form of OTS. It may be that in many uncontrollable
situations of violence, the support of others—especially at the daily level—may not protect
individuals from traumatic reactions in the here-and-now.
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Yet another explanation may relate to the high levels of social support reported by many
in the sample. While the distribution was not overly negatively skewed for any of the three
forms of social support in the present study, it may be that those with lesser access to social
support may have different traumatic stress patterns. To that end, a further examination of those
with much less access to social support who are also immersed in the insecurity is warranted.
The context of the individual within the social support system also matters (Kwak, 2003;
Szapocznik & Kurtines, 1993). In the case of widespread community violence, insecurity, and
OTS, the nuances of social support are further complicated by the fact that there is very likely
not just one family member, friend, or significant other experiencing potentially traumatic
events. While individuals recruited for this study had the ability to cross the international
bridges in to the U.S. and remove themselves from insecurity at any given time, they reported
that the majority of their friends and family lived in Cd. Juárez. As a result, many of the people
closest to participants were likely continually immersed in the insecurity in Cd. Juárez. To the
extent this situation occurred, participants may themselves have been acting as forms of social
support for others (Monson, Taft, & Fredman, 2009) as much, if not more-so than, others were
for participants. This support loop may thereby be obscuring pure social support received by
participants in this study. Similarly, while all forms of social support measured in this study
were rated as highly available, degree of support may not be the only aspect of social support
that is important. The type and timing of such support (cf. Almedom & Glandon, 2007) may
also matter (e.g., Bonanno, Rennicke, & Dekel, 2005; Lyons, 2001; Monson, Gradus, La Bash,
Griffin, & Resick, 2009; Renshaw, Rodrigues, & Jones, 2008). To that end, one useful future
direction would be the longitudinal study of the type, timing, and degree of social support access
over time in conflict-prone communities. Here again, ecological momentary assessments (Smyth
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& Stone, 2003) may be useful in studying the function of social support in a variety of
potentially stressful situations.
Community Social Support
With regard to other types of social support available, family, friends, and significant
others may not be the only sources of meaningful support for individuals experiencing OTS—
especially if those sources of support are themselves embedded in the conflict. Community
support is also helpful in the context of community violence and insecurity (e.g., Jones, 2007;
Smith, Kilpatrick, Falsetti, & Best, 2002). This may be especially true for those who have not
yet sought or will never seek professional services for OTS because direct psychological
intervention can sometimes be perceived as harmful in the immediate aftermath of traumatic
events (Diamond et al., 2010; Litz, Gray, Bryant, & Adler, 2002; Rose, Bisson, Churchill, &
Wessely, 2002; Shalev, Tuval-Mashiach, & Hadar, 2004).
One interesting line of investigation that is particularly warranted is whether empirically
based treatments for post-traumatic stress disorder such as exposure therapy (Bradley, Greene,
Russ, Dutra, & Westen, 2005) serve to improve symptoms or exacerbate re-experiencing
symptoms for those in ongoing conflict situations. The tacit assumption in exposure based
treatments is that the individual is now in a safe setting. It remains unclear what impact exposure
therapy (e.g., imaginal exposure) has for individuals still embedded within a conflict (e.g.,
extreme community violence or a military tour of duty). Thus, it may be that exposure in the
absence of a safe environment serves to re-expose an individual. Conversely, if imaginal
exposure is successful in its aims for an individual, it remains unclear as to how intervention
might change appropriate threat reactions in ongoing conflict situations. This, given that
autonomic arousal and a desire to escape are normal immediate responses to threat (Bracha,
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2006; Bracha et al., 2004). In all, it remains unclear the reactions individuals may have to
exposure therapy in the context of ongoing conflict and an assessment of how individuals in
ongoing conflict situations are helped or harmed by current empirically based treatments for
post-traumatic stress is certainly warranted. Admittedly however, assessing the impact of
exposure based therapies in ongoing conflict situations may be ethically untenable in most
ongoing conflict situations as it would require that therapists themselves be placed in an ongoing
conflict situation.
Also noteworthy is that referral for psychological services without actual contact with a
health professional (e.g., as is common for communities that remain medically and
psychologically underserved) is not associated with improvement in traumatic stress scores
(Milliken, Auchterlonie, & Hoge, 2007). Rather, community forms of screening and increased
awareness of OTS may be the first steps for communities desiring to support those who have
experienced a PTE (Hanson & Self-Brown, 2010). One additional stressor that occurs for many
moving from a conflict stricken area is the lack of support for transition that are culturally and
situation- sensitive (Jamil et al., 2007).
Communities experiencing ongoing insecurity and violence may benefit from public
efforts to limit over-pathologizing of traumatic stress (Joseph, 2010) and to work to reduce
stigma and shame regarding experienced trauma (McCart, Smith, & Sawyer, 2010). Physical
resource loss (e.g., a home, a car, money) has also been associated with higher traumatic stress
levels (Hobfoll et al., 2008; Hobfoll et al., 2007; Scholte et al., 2004). More broadly, to the
extent a community can support safety in any way possible may help to buffer the consequences
of community insecurity and violence (Hobfall et al., 2007). One way Cd. Juárez has recently
attempted to provide community support in this way is by implementing a regional and

66

anonymous Crime Stoppers hotline that was not only made available, but also heavily advertised
in local media to promote awareness. Such an option provides a problem-focused means of
coping for residents who trust that the hotline is anonymous.
Cross border support. While the conflict is largely localized to México, the violence
nonetheless may be affecting some who live at least part of their lives in the United States. This
is again evident in the present study given that U.S. citizens who participated were at no lesser
risk for traumatic stress on a daily basis than those who were Mexican citizens. The lack of
effect for time exposure (i.e., more time spent in the U.S. and less time spent in Cd. Juárez) also
was unassociated with daily traumatic stress levels. In spite of political efforts in the U.S. to
prevent immigration, a high level of integration between U.S. communities and Mexican
communities cannot be denied (Ayón, 2009, p. 20). Given the integration between cities like El
Paso and Cd. Juárez, México, it may not benefit U.S. citizens if we deny that the violence in Cd.
Juárez is likely affecting many U.S. residents and citizens living along the USMB.
For those affected by the violence on both sides of the border, a number of considerations
are relevant. The first is the identified victim effect (Ariely, 2010; Jenni & Loewenstein, 1997;
Kogut & Ritov, 2005). Ariely suggests this effect is characterized by individuals being unable to
relate to the suffering of others because of a lack of psychological proximity (psychological
closeness), a lack of vividness of the situation (limits ability to empathize), and the feeling that
any effort will just be a ―drop in the bucket‖ in terms of improving an immense problem. For
example, an individual not living on the USMB reads the recent statistic that 6,800 residents of
Cd. Juárez have been killed since 2008, and 35 Americans have also been murdered (Ybarra,
2010), but feels that this problem is at best tangential to his/her daily life. First, being unfamiliar
with the border and not knowing anyone from either the USMB or from México, the individual
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may be unable to relate to the extreme impact CARV is having on México and the USMB.
Second, the vividness of the violence is not easily understood. Hearing automatic gunfire and
seeing gunfire riddled bodies and cars may be difficult to imagine outside of a movie theater—
and for many, perhaps even difficult to think about. Finally, the individual may feel that
anything s/he does (e.g., a donation of money or clothing to help those orphaned) will do little to
help the suffering (i.e., ―…just a drop in the bucket‖). The result is inaction or apathy on the part
of an individual having just heard the news statistic.
Individuals find helping identified individuals versus unidentified (statistical) groups
easier to handle (Ariely, 2010; Kogut & Ritov, 2005). In the present situation, one way
awareness of the problem can be brought to more of the public on the U.S. side of the border
would be to identify U.S. citizens extensively affected by the violence and allow them to tell
their story within media outlets. For example, if a U.S. resident has close family whose house
and business in Cd. Juárez were burned to the ground as a result of inability to pay cuotas
(extortion), individuals in the U.S. may be able to better relate to the situation at hand. This form
of communication with the U.S. public may build both psychological proximity (i.e., not just a
Mexican problem) and build vividness (i.e., the effects of cartels‘ scorched earth policies are
shown directly). Given that the area affected is largely impoverished (U.S. – México Border
Health Commission, 2010), showing the immense impact that a small donation of money,
clothing, and good will can have for many people living along the USMB could potentially
lessen the ―drop in the bucket‖ belief an individual may feel if concerned about CARV.
Providing predictability. Another way in which U.S. citizens may be able to help the
situation without directly placing themselves at risk is by facilitating as much predictability as
possible if a resident affected by the violence lives in or resides on the U.S. side of the border for
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any amount of time. Again, it should be noted that the present study found no difference in daily
traumatic stress between those who were U.S. citizens versus residents or for those who spent
fewer or greater numbers of hours in Cd. Juárez. For those individuals who cross the border on a
regular basis or who are recent immigrants to the U.S. as a result of an attempt to avoid CARV,
predictability may be a ―small win‖ for U.S. communities (Sutton, 2010).
While deployed as a Clinical Psychologist attempting to prevent soldier suicide in
Afghanistan and Iraq (ongoing potentially traumatic conflict situations), Bryan (2010) observed
that it was not the extremely traumatic events (e.g., being shot at, seeing death and corpses) that
wore on soldiers the most; it was the day-to-day stressors (being out of contact with loved ones,
not being able to sleep or eat in comfort) that wore soldiers down the most and made them less
capable of confronting extremely stressful (potentially traumatic) events when they arose. An
analogy would be a battery: actions which require an immense amount of energy from a
reasonably sized battery are handled with little difficulty if the battery is fully charged and in a
moderate environment. However, if the battery is consistently used for other more minor
activities on an ongoing basis, is consistently put in a harsh environment, and is not provided
with adequate time to charge at regular intervals, it will be unable to accommodate the energy
demands put on it by intense actions. Many residents of the USMB may be in a similar position
to deployed soldiers because of the ongoing violence and insecurity in Cd. Juárez. As a result,
their mental and physical resources may be drained of the energy necessary to withstand
consistent ongoing violent events. The result may be the observed high levels of traumatic stress
encountered in many individuals within the present study.
The intervention that was taken in the case of deployed soldiers was consequently not one
where Psychologists most strongly focused on traumatic stress (Bryan, 2010). Rather, deployed
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mental health specialists began to focus on coping with the day-to-day life stressors, keeping
physically healthy (e.g., promoting improved sleep), and engaging in meaningful activities to
maintain mental health resources while in the battlefield. A similar approach can be taken by
those interested in improving the lives of those affected by the cartel related conflict while on the
U.S. side of the border.
―One of the most important things you can do with any group in crisis, or in fact any
group under stress at all, is to give people as much predictability over even little elements of their
life in a very difficult situation‖ (Sutton, 2010). In the present situation, providing predictability
to those who are emigrating to escape the violence may be one community wide form of support.
For example, providing streamlined and effective points of contact in the local, state, and federal
government, as well private and not-for-profit organizations which help in the moving process
and relocation to an objectively safe location, help to facilitate stable employment, and support
an improved quality of life (e.g., facilitate access to affordable mental and physical health care)
may all improve the lives of those who have recently moved to the U.S. to escape the violence.
For those who still live in México, but regularly commute to the U.S., predictability and
improved quality of life may potentially be achieved in other ways. For example, predictability
may be achieved through the promotion of safety and comfort, promotion of stability and
assistance, and better coordination of services to those in need (Hobfoll et al., 2007; Wei,
Szumilas, & Kutcher, 2010). As the present study enrolled participants who attended a U.S.
university, one example of a stressor which can be addressed in a university setting in line with
these recommendations is the appropriate scheduling of classes for students who live in Cd.
Juárez. During the winter there is limited day-light, and driving in the dark streets of Cd. Juárez
neighborhoods at odd times of the day was anecdotally reported as a stressor by a number of
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participants in the present study. Furthermore, such a commute from many parts of Cd. Juárez
may necessitate over a 4 hour commute (due to variable and extensive international bridge wait
times). For very early morning class (e.g., 8:00am), this may entail waking up before 3:30am in
order to safely arrive in time for class. For adolescents, this lack of sleep may be of particular
concern (Bonnet & Arand, 1995). Furthermore, because lack of sleep has long been associated
with health and psychological impairment (Naitoh, Kelly, & Englund, 1990) and the affected
individuals are already in an ongoing stressful situation as a result of CARV, the necessity of
waking up very early may not only impairing healthy functioning for students living in Cd.
Juárez, but also may increase perceived risk due to darkness and commuting at odd hours of the
day.
To address this form of day-to-day concern, administrators might be able to reduce the
stress of impaired sleep and driving in the dark at odd times in Cd. Juárez by closely examining
courses that Mexican Nationals are likely to enroll in and scheduling those courses at times
which would enable travel during daylight hours. This effort might help to not only improve
feelings of security for these students (and potentially their parents), but also potentially enable
improved wakefulness, attention, and overall quality of life for these students.
A Note on Informative Drop-Out in Traumatic Stress Assessments
The assessment of potentially informative drop-out (MNAR) is likely critical in ethical
assessment of individuals confronted with ongoing traumatic stress situations. Similar to issues
surrounding collective Critical Incidence Stress Debriefing (Litz et al., 2002; Rose et al., 2002),
it may be unethical to assess individuals for ongoing traumatic stress if such assessments
exacerbate symptoms (i.e., harm individuals). The present study should be taken as evidence
that inquiring about ongoing traumatic stress does not increase the likelihood of drop-out due to
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exacerbated trauma symptoms as a result of participating in an assessment study. There are two
caveats to this interpretation of the data. First, the limited covariates and limited drop-out from
day to day in the DKSM should be taken as preliminary evidence that assessment of ongoing
traumatic stress is not exacerbated by assessment at the daily level. A second, and related
caveat, is that the sample in this study was a convenience sample of predominantly young adults.
Other age groups with different life experiences may be differentially affected by assessment of
ongoing traumatic stress. As a result, any future longitudinal studies of traumatic stress should
consider whether symptoms are exacerbated by assessment in the context of ongoing traumatic
events. Such assessments can help to enlighten ethical traumatic stress assessment strategies in a
variety of contexts of ongoing violence and insecurity (e.g., for deployed soldiers, areas of civil
war, and areas where there is a high degree of cartel or gang related violence).
Self-Medication and Ongoing Traumatic Stress
Perceptions versus behavior. While substance abuse and traumatic stress are highly comorbid (Brady, Back, & Coffey, 2004), the analysis of self-medication of ongoing traumatic
stress appears to follow two distinct facets in the present study: one of perception and one of
behavior. As posited by the self-medication hypothesis (Crutchfield & Gove, 1984; Khantzian,
1985), daily traumatic stress levels and overall depressive symptoms were associated with an
increased perception of self-medication to cope with daily traumatic stress. Because traumatic
stress and mood disorders are often comorbid (Breslau et al., 2000; Marshall et al., 2001;
Sharkansky et al., 2000), this finding suggests that individuals dually affected by both the
violence and by depressive symptoms are at risk for self-medication—at least at the selfperception level. Given that no individual in the present study reported any use of illicit
substances at the daily level and cigarette smoking was unassociated with perceived self-
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medication, the significant effect for past day consumption of alcohol suggests that young adults
in the present study may have used alcohol as their primary source for self-medication to the
degree they were indeed self-medicating. This is consistent with epidemiological evidence
addressing the self-medication of traumatic stress (McFarlane, 2000). However, the present
study‘s findings do not preclude the possibility that other age or socio-demographic groups may
be differentially inclined to self-medicate with substances other than alcohol (e.g., Stewart et al.,
1997). Furthermore, even if individuals are not currently abusing substances, there may be a risk
for later escalation as the violence continues. For example, negative affect has been associated
with an increase in cigarette smoking both in cross-sectional and longitudinal studies (Gehricke
et al., 2007; Weinstein, Mermelstein, Shiffman, & Flay, 2008). This is particularly noteworthy
because a large percentage of the present sample reported very light and intermittent smoking
and even non-dependent smokers appear at risk for substance use changes subsequent to trauma
exposure (e.g., Flood et al., 2009; Nandi et al., 2005; Vlahov et al., 2002). Given this possibility
of future long-term increases in substance use, further study as to the extent of longitudinal selfmedication via not only cigarettes, but also alcohol, and other substances is warranted in a range
of demographic groups exposed to CARV. Future studies assessing longitudinal self-medication
may be especially imperative as some evidence suggests that avoidance coping via the increased
use of substances—particularly alcohol, can exacerbate traumatic stress symptoms over the long
term (Gil, 2005; Leeies, Pagura, Sareen, & Bolton, 2010; Tiet et al., 2006). Overall, this
information indicates a cyclical form of self-medication in that individuals may use substances to
cope, but then the coping exacerbates the traumatic stress symptoms.
Perception of self-medication is only one side of the story however. The other tale of
self-medication in this study involves reported daily behavior. With the exception of alcohol,
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there was little in the way to be directly inferred from findings involving the link between
substance use (e.g., smoking and illicit substance use) and traumatic stress. Yet, this does not
preclude the existence of this link in other sub-populations exposed to the violence and insecurity
in Cd. Juárez. Further studies addressing traumatic stress self-medication in CARV affected
populations other than young adults are therefore warranted.
With regard to daily alcohol use, a negative association was encountered between daily
traumatic stress levels and likelihood of drinking. While this is counter-intuitive within the selfmedication hypothesis, another process may be acting on the likelihood of actual consumption.
While individuals may desire to attempt to self-medicate—per results in this study—access may
be more limited. In general, it is not considered safe to go out for any reason amidst the
indiscriminant violence. Attending an antro/bar was associated with alcohol consumption,
though many bars and antros, not to mention other businesses in Cd. Juárez are closing or
relocating to El Paso, TX (Burnett, 2010). As a result, the violence may have the oddly positive
effect of limiting access to potential venues for self-medication via alcohol and smoking.
Similarly, if one lives in Cd. Juárez, an individual‘s family may not always consider leaving the
house for the purpose of purchasing alcohol or other substances as a valid reason for potential
exposure to violence—especially if a significant event or threat of violence is relatively fresh in
the minds of family members. As observed in the present study, one outcome of such a scenario
would be a decreased likelihood of alcohol use. Yet, to the extent that low to moderate alcohol
consumption is normative or perhaps even healthy for young adults living in a country where the
legal drinking age is 18 (i.e., México), the inability to go out and socialize in the presence of
alcohol may have long term negative consequences in terms of the contexts within which
individuals learn to use alcohol. Social and pleasure related activities are common reasons for
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reported drinking in young adults (e.g., Cooper, 1994; Kuntsche, Knibbe, Gmel, & Engels,
2006), but in the current context, individuals are largely denied these opportunities. To the
extent this is a valid assessment of the situation, coping via other behaviors (both positive and
negative) may be occurring and a fuller assessment of such coping amidst the violence is
warranted.
The wrath of grapes. The temporal sequence of desire to self-medicate and substance
use may not always be consistently the former and then the latter (Harris & Edlund, 2005). The
motivation to self-medicate is the expectancy that use of a particular substance will make one
feel better than one previously feels (e.g., Ullman, Filipas, Townsend, & Starzynski, 2005).
However, self-medication is not the only reason substance use occurs. Indeed, a mixture of
reasons for substance use (i.e., avoidance coping and self-medication, as well as pleasure) can be
present (e.g., Brown & Stewart, 2010). When asked retrospectively about substance use
behavior, an individual may not know the exact reasons which prompted substance use.
However, one might find that an acceptable post-hoc justification to use substances is the
presence of mental health problems even though it is actually the substance use which results in
negative consequences—the ―Wrath of Grapes‖ substance use explanation (Frances, 1997).
There may have been many reasons why individuals in the present study opted to consume
alcohol—not of all of which could be assessed in this study—or perhaps even in the minds of the
participant. Yet, because individuals were being asked to think primarily about potentially
traumatic experiences on a daily basis, it may be that individuals reported (in a study assessing
traumatic stress) that they felt they consumed alcohol because of stress associated with the
ongoing violence and insecurity. Furthermore, the lower observed likelihood of alcohol
consumption when traumatic stress scores were higher suggests that individuals may be recalling
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the traumatic stress as a reason for self-medication post-hoc, but may have been motivated to
consume alcohol and smoke cigarettes for different reasons in the moment.
The possibility that individuals be falling prey to the ―wrath of grapes‖ supports the
recommendations of Dempsey and Cohen (2010) that more detailed assessments of stress and
coping through self-medication are needed. Many authors note the importance of improved
screening for not only those exposed to trauma (e.g., Stewart, Pihl, Conrod, & Dongier, 1998;
Ullman et al., 2005), but also those who self-select to self-medicate via alcohol and cigarettes
(e.g., Hajek, Taylor, & McRobbie, 2010; Harris and Edlund, 2005; McFarlane et al., 2009) in
order to better assess the relationship between coping and substance use. One means of
screening might involve a longitudinal multi-dimensional assessment of reasons for using
substances including an assessment of potential nuances of self-medication. One potential future
direction in the context of multiple reasons for substance use would be the development of a
perceived self-medication scale for the more sensitive assessment of self-medication. Such a
scale may enable better screening of individuals at risk for self-medication and subsequent
sequelae resulting not only from trauma exposure, but also from increasing use of substances to
cope.
Limitations and Strengths
Study materials only inquired about narco-trafficking and army related violence in the
PCLS and PCLSD. To the extent participants only considered events directly related to these
groups, traumatic stress estimates in this study may actually be lower due to the many
undocumented events anecdotally reported to researchers which participants faced each day.
Furthermore, because the PCL for civilian populations was developed in the U.S., it remains
unclear whether scores are equivalent between predominantly European Americans and Latin-

76

American populations. To the extent the PCL is not equivalent between these two populations,
the sensitivity and specificity of the PCL may indicate a different threshold indicative of severe
traumatic stress (i.e., a score of 44) for Latin American populations. As a result, percentages of
individuals indicating clinical symptomology should be considered preliminary. Nonetheless, a
stronger focus on impairment and suffering, rather than on clinical diagnosis (Litz, 2005) may be
warranted in the case of OTS. This study also relied on a convenience sample of relatively highfunctioning bilingual individuals attending a U.S. university, which limits generalizability to
other affected groups. Finally, the word-of-mouth communication around campus may have
resulted in a degree of snowball sampling. Such non-random sampling may further limit the
generalizability of findings presented herein. With respect to substance use, the convenience
sample limited the observation of individuals who may be more dependent on a given substance
or more likely to use a given substance at regular intervals. For those with higher levels of
dependence, self-medication perceptions and behaviors may be quite different in the context of
ongoing traumatic stress. One future direction that would facilitate elaboration of selfmedication models would be the systematic recruitment of substance users (e.g., dependent
smokers or binge drinkers) in future studies of ongoing traumatic stress.
Nonetheless, this study employed a daily longitudinal assessment of traumatic stress
within individuals with a high degreeof exposure to traumatic events on an ongoing basis.
Furthermore, this study relied on measures appropriately translated and back-translated to
Mexican Spanish based on measures with long-standing validity in English speaking samples.
Conclusion
Moderate to high levels of traumatic stress are likely a reality for many sectors of society
exposed to ongoing violence and insecurity. Risk factors and buffers to PTSD symptomology
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appear not to be as potent in heightening or reducing daily traumatic stress levels; more
momentary aspects of ipsative coping strategies may affect daily OTS. Future studies may wish
to address these individualized coping strategies across a broad spectrum of daily situations
encountered. Further, one avenue for future intervention research may be the pursuit of the
impact of community-wide and organizational support activities to limit the impact of ongoing
violence and insecurity and to improve the quality of life of community members exposed to
ongoing potentially traumatic stress.
Self-medication in young adults exposed to ongoing potentially traumatic stressors entails
consideration of both perceptions and actual behavior. While actual alcohol, cigarette, and illicit
drug use were unassociated with traumatic stress scores at the daily level in this young adult
sample, desire to self-medicate, as assessed by daily recall of perceived medication may be nontrivial and influenced by traumatic stress. Future work is needed to better understand selfmedication of ongoing traumatic stress not only in young adult college students, but also other
socio-demographic groups.
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LIST OF TABLES
Table 1
Time-Invariant Sample Demographics and Trauma Related Perceptions (N = 121)
Categorical Characteristics
Variable
Gender
Male
Female
Citizenship
U.S. Citizen
Resident or Visa
City of residence
Cd. Juárez, Chih
El Paso, TX
Both
Income in USD
<15,000
15001 a 30,000
30,001 to 45,000
45,001 to 60,000
More than 60,000
Acute PTSD risk group (n = 119)
Low (PCLS < 34)
Moderate (PCLS of 34 to 43)
High (PCLS > 44)

n

%

46
75

38
62

64
57

53
47

50
31
40

41
26
33

37
38
22
17
7

31
31
18
14
6

27
33
59

23
28
49

Continuous Characteristics
Psbl.
Variable
Range
Mean
Days in Cd. Juárez, Chih per week
0 to 7
4.84
Days in El Paso, TX per week
0 to 7
4.73
Family who live in Cd. Juárez, Chih (%)
0 to 100
67.31
Friends who live in Cd. Juárez, Chih (%)
0 to 100
60.79
Age (years)
21.62
PTSD Checklist Past 30 day Score (PTSD)
17 to 85
43.87
LEC-events unsure (count)
0 to 17
0.99
LEC-learned of traumatic events (count)
0 to 17
4.45
LEC-traumatic events witnessed (count)
0 to 17
1.61
LEC-trauma experienced directly (count)
0 to 17
2.43
DASS depression scale
0 to 21
3.53
DASS anxiety scale
0 to 21
4.07
DASS stress scale
0 to 21
5.80
MSPSS family social support
4 to 28
24.66
MSPSS friend social support
4 to 28
24.15
MSPSS significant other social support
4 to 28
25.41
MSPSS total score
4 to 28
24.74
BCOPE problem focused coping
8 to 32
22.38
BCOPE active oriented coping
8 to 32
19.77
BCOPE avoidance coping
8 to 32
14.90
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SD
1.81
1.56
30.18
31.76
3.40
13.71
1.38
3.52
1.66
2.53
3.71
3.64
4.02
4.48
5.52
4.72
4.19
5.14
4.93
4.45

Med.
4.00
5.00
80.00
70.00
21.00
43.00
0.00
4.00
1.00
2.00
3.00
3.00
5.00
27.00
27.00
28.00
26.17
23.00
20.00
14.00

Min.
1.00
1.00
0.00
0.00
18.00
18.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
6.00
4.00
4.00
7.33
8.00
8.00
8.00

Max.
7.00
7.00
100.00
100.00
44.00
85.00
6.00
16.00
8.00
15.00
21.00
20.00
21.00
28.00
28.00
28.00
28.00
32.00
30.00
30.00

Table 2
Time-invariant Substance Use Characteristics
Categorical Variables
Perceived change in alcohol use
Decreased
No change
Increase
Perceived change in cigarette use
Decreased
No change
Increase
Perceived change in illicit drug use
Decreased
No change
Increase
Continuous Variables
Alcohol consumption
Past month number of drinks (count)
Perceived change in consumption (range = -2 to 2)
Smoking
Past month number of cigarettes (count)
Perceived change in consumption (range = -2 to 2)
Illicit substance use
Past month times used (count)
Perceived change in consumption (range = -2 to 2)

n

%

46
66
9

38
55
7

22
85
14

18
70
12

Overall Difference
χ²(2) = 50.10, p < .01

Decreasers vs. Increasers
χ²(1) = 27.22, p < .01

χ²(2) = 70.43, p < .01

χ²(1) = 1.79, p = .18

χ²(2) = 137.01, p < .01

χ²(1) = 24.96, p < .01

23
97
1

19
80
<1

Mean

SD

Med.

Min.

Max.

μchange = 0

5.18
-0.29

5.43
0.82

3.00
0.00

0.00
-2.00

26.00
2.00

t(120) = -3.88, p < .01

4.46
-0.21

8.27
0.87

1.00
0.00

0.00
-2.00

32.00
2.00

t(120) = -2.72, p < .01

0.77
-0.35

2.93
0.84

0.00
0.00

0.00
-2.00

32.00
2.00

t(120) = -4.53, p < .01

Note: only 1 individual user reported any past month use of an illicit substance other than marijuana;
Med. = Median; Min. = Minimum; Max. = Maximum; likelihood-ratio χ² values were computed
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Table 3
Daily Report Descriptive Characteristics (Nreports = 816)
Continuous Variable
Hours each day in Cd. Juárez
Daily traumatic stress level
Peri-traumatic experiences
Fear
Helplessness
Horror
Coping via substance use

Categorical Variable
Daily Traumatic Stress Risk Category
Limited (PCL less than 34)
Moderate (PCL of 34 to 43)
Clinical (PCL greater than 44)
Reasons for being in Cd. Juárez: Family
No
Yes
Reason for being in Cd. Juárez: Friends
No
Yes
Reason for being in Cd. Juárez: Business
No
Yes
Reason for being in Cd. Juárez: Antro/Bar
No
Yes
Alcohol consumption in past 24 hours
No
Yes
Cigarette consumption in past 24 hours
No
Yes

Range

Mean

Overall

SD
Between

0 to 24
17 to 85

11.87
32.30

9.00
13.50

6.74
11.74

Within
6.39
6.11

0 to 6
1.91
0 to 6
1.93
0 to 6
1.58
0 to 6
0.49
Overall

1.85
1.44
1.89
1.49
1.83
1.47
1.15
1.10
Between

Freq.

%

Freq.

%

1.16
1.20
1.11
0.54
Within
Average
%

491
170
155

60
21
19

97
62
44

81
52
37

74
41
52

203
613

25
75

66
111

55
93

46
81

547
269

67
33

110
90

92
75

72
46

754
62

92
8

119
31

99
26

93
30

778
38

95
5

120
23

100
19

96
23

639
177

78
22

118
74

98
62

79
36

712
104

87
13

114
33

95
28

91
48

Note: "Between" and "Within" columns will not sum to 100 due to repeated assessment within persons.
Average % pertains to those which reports at least 1 positive response to the "Between" category.
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Table 4
Daily Traumatic Stress Level Model Fit
Model Description
1
Unconditional
2
Report order
3
Drop-out only
4
Sex
5
Resident versus U.S. Citizen
6
Income level
7
Age (natural log)
8
All demographic variables
9
Life Events Checklist
10
Depression, anxiety, and stress
11
MSPSS social support
12
Brief COPE factors
13
Past 30 day traumatic stress (PTSD)
14
All time invariant covariates
15
Hours in Cd. Juárez
16
Reasons for being in Cd. Juárez
17
Daily peri-event experiences
18
All time varying covariates
19
All time varying covariates plus PTSD
20
Full model

df
3
5
5
6
6
9
6
12
8
8
8
8
6
26
6
9
8
13
14
33

Note: bold is best fitting model
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AIC
5761.42
6037.50
5764.83
5539.92
5545.53
5550.37
4983.03
4988.30
5496.83
5419.25
5445.33
5349.48
5498.51
4771.93
5745.35
5729.053
5482.71
5488.47
5249.205
4566.357

BIC
5775.54
6061.02
5788.36
5567.92
5573.53
5592.36
5010.32
5042.87
5534.09
5456.42
5482.51
5386.59
5526.56
4889.39
5773.58
5771.392
5520.345
5549.627
5314.649
4715.44

Wald χ²
χ² (1) = .05, p = .82
χ² (1) = .56, p = .45
χ² (2) = 6.02, p = .05
χ² (2) = .20, p = .91
χ² (5) = 1.39, p = .93
χ² (2) = .20, p = .90
χ² (8) = 7.24, p = .51
χ² (4) = 13.76, p < .01
χ² (4) = 35.30, p < .01
χ² (4) = 4.38, p = .36
χ² (4) = 37.82, p < .01
χ² (2) = 141.28, p < .01
χ² (22) = 139.46, p < .01
χ² (2) = 22.34, p < .01
χ² (5) = 45.64, p < .01
χ² (4) = 347.34, p < .01
χ² (9) = 353.28, p < .01
χ² (10) = 502.82, p < .01
χ² (29) = 443.16, p < .01

Table 5
Multi-level Model Predicting Daily Traumatic Stress
Covariate set
B
Time-invariant covariates
Female sex
-0.60
Resident vs. U.S. citizen
0.58
Income (reference is <15,000USD)
15,001 a 30,000USD
-0.62
30,001 a 45,000USD
-0.49
45,001USD a 60,000USD
2.26
More than 60,000USD
-1.99
Age (natural log)
-0.44
Past 30 day traumatic stress level
0.37
LEC
Events learned of (indirect)
0.16
Events witnessed (indirect)
-0.07
Events directly experienced
0.49
DASS
Depression
0.22
Anxiety
-0.05
Stress
0.36
MSPSS
Family support
0.05
Friend support
0.03
Significant other support
0.08
Brief COPE
Problem-focused coping
0.02
Active emotion-focused coping -0.15
Avoidance coping
0.17
Time-varying covariates
Hours in Cd. Juárez
0.02
Reasons for traveling to Cd. Juárez
Family
0.66
Friends
0.53
Business
1.50
Bar/Antro/Club
-1.15
Daily peri-event experiences
Fear
0.58
Helplessness
0.93
Horror
1.42
Drop-out indicator
2.47
Note: bold is best fitting model
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95% CI
-3.96 - 2.75
-2.53 - 3.69
-4.32
-4.68
-2.45
-9.68
-2.53
0.23

-

3.08
3.71
6.97
5.69
1.64
0.51

-0.29 - 0.61
-0.96 - 0.81
-0.23 - 1.21
-0.42 - 0.86
-0.67 - 0.56
-0.33 - 1.05
-0.40 - 0.49
-0.33 - 0.39
-0.37 - 0.53
-0.40 - 0.44
-0.61 - 0.32
-0.26 - 0.60
-0.05 - 0.10
-0.88
-0.72
-0.48
-3.77
-0.08
0.39
0.81
-4.61

-

2.19
1.79
3.48
1.48
1.25
1.46
2.04
9.55

Table 6
Predictors of Daily Perceived Coping via Substance Use
Covariate set
Time-invariant covariates
Female sex
Resident vs. U.S. citizen
Income (reference is <15,000USD)
15,001 a 30,000USD
30,001 a 45,000USD
45,001USD a 60,000USD
More than 60,000USD
Age (natural log)
Past 30 day traumatic stress level
LEC
Events learned of (indirect)
Events witnessed (indirect)
Events directly experienced
DASS
Depression
Anxiety
Stress
MSPSS
Family support
Friend support
Significant other support
Brief COPE
Problem-focused coping
Active emotion-focused coping
Avoidance coping
Time-varying covariates
Hours in Cd. Juárez
Reasons for traveling to Cd. Juárez
Family
Friends
Business
Bar/Antro/Club
Daily peri-event experiences
Fear
Helplessness
Horror
Drank alcohol in past 24 hours
Smoked at least 1 cigarette in past 24 hours
Daily traumatic stress score (PCLSD)
Drop-out indicator

B

95% CI

-0.13
-0.06

-0.31
-0.23

-

0.05
0.11

0.15
0.06
0.07
0.07
0.08
0.00

-0.05
-0.17
-0.18
-0.34
-0.03
-0.01

-

0.35
0.28
0.33
0.49
0.20
0.01

0.01
-0.01
-0.01

-0.01
-0.06
-0.05

-

0.04
0.03
0.03

0.04
-0.02
0.00

0.01
-0.05
-0.04

-

0.08
0.01
0.03

0.00
0.02
-0.01

-0.02
0.00
-0.03

-

0.03
0.04
0.01

0.01
-0.02
0.03

-0.01
-0.04
0.00

-

0.03
0.01
0.05

0.00

0.00

-

0.00

-0.05
0.03
-0.03
0.05

-0.12
-0.03
-0.12
-0.07

-

0.02
0.09
0.06
0.17

0.00
0.02
-0.02
0.12
-0.06
0.01
0.17

-0.03
0.00
-0.05
0.06
-0.16
0.00
-0.23

-

0.03
0.05
0.01
0.18
0.04
0.01
0.58

Note: Bold is significant, p < .05; PCLSD = Post-Traumatic Stress Disorder Checklist for Specific Event-Daily score
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Table 7
Predictors of Past 24 Hour Alcohol Consumption
Covariate set
Time-invariant covariates
Female sex
Resident vs. U.S. citizen
Income (reference is <15,000USD)
15,001 a 30,000USD
30,001 a 45,000USD
45,001USD a 60,000USD
More than 60,000USD
Age (natural log)
Past 30 day traumatic stress level
LEC
Events learned of (indirect)
Events witnessed (indirect)
Events directly experienced
DASS
Depression
Anxiety
Stress
MSPSS
Family support
Friend support
Significant other support
Brief COPE
Problem-focused coping
Active emotion-focused coping
Avoidance coping
Time-varying covariates
Hours in Cd. Juárez
Reasons for traveling to Cd. Juárez
Family
Friends
Business
Bar/Antro/Club
Daily peri-event experiences
Fear
Helplessness
Horror
Drank alcohol in past 24 hours
Smoked at least 1 cigarette in past 24 hours
Daily traumatic stress score (PCLSD)
Drop-out indicator
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OR

95% CI

0.62
1.20

0.32
0.63

-

1.22
2.29

0.87
0.61
1.00
1.22
1.33
1.01

0.41
0.25
0.38
0.29
0.86
0.98

-

1.85
1.47
2.67
5.10
2.07
1.04

1.07
1.03
1.10

0.97
0.86
0.94

-

1.17
1.25
1.27

0.98
0.96
0.97

0.85
0.85
0.84

-

1.12
1.10
1.12

0.94
1.04
0.96

0.86
0.96
0.88

-

1.02
1.12
1.05

0.97
1.01
1.14

0.89
0.91
1.03

-

1.06
1.11
1.25

1.03

0.99

-

1.07

0.76
1.46
0.38
18.44

0.39
0.83
0.14
5.14

-

1.50
2.57
1.02
66.12

0.97
1.03
1.10
1.00

0.73
0.81
0.84
1.00

-

1.31
1.31
1.45
1.00

0.96
0.66

0.93
0.17

-

0.99
2.53

LIST OF APPENDICES
Appendix A
Demographic Survey-Spanish
Fecha de hoy:
¿Qué edad tiene?
Género:

Masculino

Femenino

¿Cuál es su nivel de escolaridad?
Menos que preparatoria
Preparatoria o GED o su equivalente
Algunos años de universidad
Licenciatura (Ejemplo: Licenciatura en Arte, Ciencias, etc.)
Algunos estudios a nivel maestría
Soy:
Soltero/a (nunca he estado casado/a)
Casado/a
Divorciado/a
Viudo/a
Separado/a
Vivo con alguien
¿Cual es su condición de residencia? (Escoja una)
Ciudadano Americano
Residente Legal (no ciudadano)
¿En cual ciudad diría usted que vive? (escoja una)
Ciudad Juárez, Chih.
El Paso, TX
Ambas
Otra (por favor especifique):
¿Cual es su ingreso familiar anual total, incluyendo todas sus fuentes de ingreso? (Escoja una)
Menos de US $15,000
Entre US $15,000 y US $30,000
Entre US $30,000 y US $50,000
Mas de US $50,000
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¿Cuantos días de la semana normalmente (promedio) esta usted en ciudad Juárez? (Escoja uno)
1
2
3
4
5
6
7
¿Cuantos días por semana pasa usted El Paso, TX? (Escoja uno)
1
2
3
4
5
6
7
¿Que porcentaje (aproximadamente) de su familia cercana vive en Ciudad Juárez, Chih.?
%
¿Que porcentaje (aproximadamente) de sus amigos cercanos viven en Ciudad Juárez, Chih.?
%

¿Usted trabaja en Ciudad Juárez, Chih.? (Escoja una)
Sí
No
¿Si usted trabaja en Ciudad Juárez, Chih., a que se dedica?
¿Ha recibido alguna vez servicios de salud mental? Sí
No
Si la respuesta es sí, ¿de qué condiciones fue tratado/a?
Abuso de sustancias
Depresión
Ansiedad
Trastorno del estrés postraumático
Esquizofrenia
Otra (descríbala)
¿Cuál es su condición respecto al consumo de tabaco?
Fumo por lo menos un cigarrillo al día;
De ser así, ¿cuántos cigarrillos al día?
Fumo de 1 a 6 cigarrillos por semana
Fumo menos de un cigarrillo por semana
Fumo menos de un cigarrillo al mes
Ya no fumo, pero en el pasado fumaba por lo menos un cigarrillo al día.
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De ser así, ¿cuántos cigarrillos al día?
Ya no fumo, pero en el pasado fumaba de 1 a 6 cigarrillos por semana
He fumado uno o unos cuantos cigarrillos, solo para probarlos
Nunca he fumado, ni siquiera una bocanada
¿Qué tan grave percibe la violencia en Ciudad Juárez?
0
1
2
3
4
5
6
Nada
Algo
Extremadamente
¿En que mes y año percibió usted que la violencia en Ciudad Juárez se convirtió en un asunto
importante (seleccione un mes y año)?
Enero
Febrero
Marzo
Abril
Mayo
Junio
Julio
Agosto
Septiembre
Octubre
Noviembre
Diciembre

¿De qué año (seleccione uno)?
Antes de 2007
2007
2008
2009
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Por favor llene la siguiente tabla para cada sustancia que ha probado, aun cuando haya sido solo
una sola vez. Si no recuerda exactamente cuantas veces la ha usado, escriba un aproximado. Si
jamás a usado dicha sustancia escriba N/A para la edad de uso por primera vez y continúe con la
siguiente substancia.

Nombre de la Droga

Edad de
uso por
primera
vez

Numero de veces
que ha usado esta
droga en el ultimo
mes (por favor
escriba un numero)

Alcohol (cerveza, vino,
licor, etc.)
Cigarrillos
Marihuana
Cocaína
Crack
Metanfetaminas
Heroína
Morfina
Methadone
Éxtasis
Hongos
MDMA
LSD
Inhalantes (incluyendo
nitro, thinner,
pegamento, etc.)
Otra: Por favor
especifique
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Numero de veces
que ha usado esta
droga en el
ultimo año(por
favor escriba un
numero)

Numero de
veces que a
usado esta droga
en toda su vida
(por favor
escriba un
numero)

Cuestionario del uso de medicamentos recetados

Nombre de la Droga

Edad de uso
por primera
vez

¿Donde
consiguió la
droga (Por
ejemplo,
amigos,
farmacia, etc.)

OxyContin, Percodan, o
Percocet (Oxycodone)
Vicodina, Dilaudid, o
Lortab (hydrocodone)
Darvon Simple Darvon,
Darvocet, o
(dextropropoxifeno)
Dilaudid (hydromorfona)
Demerol (meperidina)
Oralet or Actiq (fentanilo)
Codeína
Valium (Diazepam)
Xanax (Alprazolam)
Ativan (Lorazepam)
Klonopin (Clonazepam)
Rohypinol (Flunitrazepam)
Halcion (Triazolam)
Librium (Clordiazepoxido)
Ritalin (metilfenidato)
Cylert (Pemolina)
Adderall o Desoxyn
(anfetamina sal)
Otro Medicamento
recetado
Por favor especifique:
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Numero de
veces que ha
usado esta
droga
CON
Receta
(numero)

Numero de
veces que ha
usado esta
droga
SIN
Receta
(numero)

Numero de veces
que ha usado esta
droga por motivo
recreacional
(por favor
escriba un
numero)

Desde el momento (indicado en la pregunta anterior) en que percibió que comenzó un
incremento en la violencia, usted ha (escoja uno opción):
¿Disminuido su consumo de alcohol?
¿No ha cambiado su consumo de alcohol?
¿Incrementado su consumo de alcohol?
Desde el momento (indicado en la pregunta anterior) en que percibió que comenzó un
incremento en la violencia, usted ha (escoja uno opción):
¿Disminuido la cantidad de cigarrillos que fuma?
¿No ha cambiado la cantidad de cigarrillos que fuma?
¿Incrementado la cantidad de cigarrillos que fuma?
Desde el momento (indicado en la pregunta anterior) en que percibió que comenzó un
incremento en la violencia, usted ha (escoja uno opción):
¿Disminuido su uso de sustancias ilícitas o de medicamentos con receta?
¿No ha cambiado su uso de sustancias ilícitas o de medicamentos con receta?
¿Incrementado su uso de sustancias ilícitas o de medicamentos con receta?
¿Como resultado de la violencia, que tanto cree que su consumo de alcohol cambie en los
próximos 3 meses?
1
2
3
4
5
Disminuirá
Seguirá igual
Incrementará
mucho
mucho
¿Como resultado de la violencia, que tanto cree que su consumo de cigarillos cambie en los
próximos 3 meses?
1
Disminuirá
mucho

2

3
Seguirá igual

4

5
Incrementará
mucho

¿Como resultado de la violencia, que tanto cree que su consumo de drogas cambie en los
próximos 3 meses?
1
Disminuirá
mucho

2

3
Seguirá igual
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4

5
Incrementará
mucho

Demographic Survey-English
Today‘s date: _____________
What age are you? ___________
Gender:

Male

Female

What is your level of education?
Less than high school
High school diploma or equivalent (GED)
Some college/university
Bachelor‘s degree
Post-graduate study
I am:
Single
Married
Divorced
Widowed
Separated
Living with someone
What is your residency status? (choose one)
American Citizen
Legal resident (not a U.S. Citizen)
Which city would yous ay you live in? (choose one)
Ciudad Juárez, Chih.
El Paso, TX
Both
Other (please specify):
What is your total household income
Less than US $15,000
Between US $15,000 and US $30,000
Between US $30,000 and US $50,000
More than US $50,000
How many days, on average, are you in Ciudad Juárez (choose one)?
1
2
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3
4
5
6
7
How many days, on average, are you in El Paso, TX (choose one)
1
2
3
4
5
6
7
What percentage of your family (approximately) lives in Ciudad Juárez, Chih.
___%
What percentage of your friends live in Ciudad Juárez, Chih.?
___%
Do you work in Ciudad Juárez?
Yes
No
If you work in Ciudad Juárez, what do you do? __________________________
Have you ever received mental health services?

Yes
No
If yes, for what conditions (choose all that apply)?
Substance abuse
Depression
Anxiety
Post-Traumatic Stress Disorder
Schizophrenia
Other (please describe): _______________
What is your smokings tatus?
I smoke at least 1 cigarrette per day
If selecting this option, how many per day? ____
I smoke 1 to 6 cigarettes per week
I smoke less than 1 cigarette per week
I smoke less than 1 cigarette per month
I no longer smoke, but in the past I smoked daily
If selecting this option, how many did you smoke per day? ____
I no longer smoke, but in the past I smoked 1 to 6 cigarettes per week
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I have smoked a cigarette just to try it
I have never smoked
How serious do you think the violence in Ciudad Juárez is?
0
Not at all

1

2

3
Somewhat

4

5

6
Extremely

In what month and year do you think the violence because a serious problem? ______________
Please complete the following table for each substance that you have tried, even if you have used
the substance only once. If you do not remember the exact number of times you have tried a
substance, please approximate the number of times as best you can. If you have never used a
substance, please write N/A in the space provided.

Drug Name

Age of
first use

Number of times
used in past month

Alcohol (beer, wine,
liquor)
Cigarettes
Marijuana
Cocaine
Crack
Methamphetamines
Heroin
Morphine
Methadone
Extasy
Mushrooms
MDMA
LSD
Inhalants (e.g., nitrous
oxide, thinner, paint,
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Number of times
used in past year

Number of
times used in
lifetime

etc.)
Other drug (please
specify):

Drug Name

Age of first
use

Where did you
attain the drug
(e.g., family,
pharmacy,
etc.)?

OxyContin, Percodan, o
Percocet (Oxycodone)
Vicodin, Dilaudid, o
Lortab (hydrocodone)
Darvon Simple Darvon,
Darvocet, o
(dextropropoxifeno)
Dilaudid (hydromorfona)
Demerol (meperidina)
Oralet or Actiq (Fentanil)
Codeine
Valium (Diazepam)
Xanax (Alprazolam)
Ativan (Lorazepam)
Klonopin (Clonazepam)
Rohypinol (Flunitrazepam)
Halcion (Triazolam)
Librium (Clordiazepoxido)
Ritalin (metilfenidato)
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Number of
times used
drug with
prescription

Number of
times used
drug without a
prescription

Number of times
used drug
recreationally

Cylert (Pemolina)
Adderall o Desoxyn
(Amphetamine Salts)
Other medication (please
specify):

Since the time (noted on the question above) when you perceived an increase in violence to
begin, have you (choose one)
_____ Decreased your alcohol consumption?
_____ Had no change in alcohol consumption?
_____ Increased your alcohol consumption?
Since the time (noted on the question above) when you perceived an increase in violence to
begin, have you (choose one)
_____ Decreased the amount you smoke?
_____ Had no change in the amount you smoke?
_____ Increased the amount you smoke?
Since the time (noted on the question above) when you perceived an increase in violence to
begin, have you (choose one)
_____ Decreased your illicit or prescription drug use?
_____ Had no change in illicit or prescription drug use?
_____ Increased your illicit or prescription drug use?
As a result of the violence, how do you think your consumption of alcohol will change in the
next 3 months?
1
2
3
4
5
It will
It will
It will
decrease a lot
stay the same
increase a lot
As a result of the violence, how do you think your cigarette smoking will change in the next 3
months?
1
2
3
4
5
It will
It will
It will
decrease a lot
stay the same
increase a lot
As a result of the violence, how do you think your drug use will change in the next 3 months?
1
2
3
4
5
It will
It will
It will
decrease a lot
stay the same
increase a lot
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Appendix B
Post Traumatic Stress Disorder Checklist Specific Event
(Note: The English version of the PCL-S is available free of charge from the National PTSD
Center. Permission to use the English PCL must be attained from the National PTSD center
prior to use. Further information is available on available traumatic stress measures at
http://www.ptsd.va.gov/professional/pages/assessments/assessment.asp)

PCL-S
Instrucciones: En seguida encontrará una lista de quejas y problemas que las personas pueden tener
cuando han sido expuestas a eventos estresantes en su vida. Por favor léa las preguntas con cuidado, y
marque uno de los numeros a la derecha para indicar que tanto lo ha afectado el problema en el último
mes.
Nada

Extremád
amente
5

1

2

3

4

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1. Ha tenido recuerdos, pensamientos o imagenes inquietantes que ocurren
repetidamente debido a una experiencia estresante en su pasado?

2. Ha tenido sueños perturbantes que ocurren repetidamente debido a una
experiencia estresante en su pasado?

3. De súbito ha tenido la sensación o ha actuado como si la experiencia
estresante esta repitiendose (como si la estuviera reviviendo) ?

4. Se ha sentido muy molesto cuando algo le recuerda la experiencia
estresante en su pasado?

5. Ha tenido reacciones físicas( ej. palpitaciones, dificultad para respirar,
sudoración) cuando algo le recuerda la experiencia estresante de su pasado?

6. Ha evitado pensar o hablar acerca de la experiencia del pasado o ha
evitado tener sentimientos relacionados con la experiencia?

7. Ha evitado actividades o situaciones debido a que le recuerdan una
experiencia estresante del pasado?

8. Ha tenido problema recordando partes importantes de la experiencia
estreantes de su pasado?

9. Ha perdido el interés en actividades que disfrutaba en el pasado?
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1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

10. Se ha sentido alejado/a o distante de otras personas?

11. Se ha sentido emocionalmente bloqueado /a sin poder tener sentimientos
amorosos hacia las personas cercanas a Ud?

12. Ha sentido como si su vida se va a acabar de repente pronto?

13. Ha tenido problemas quedándose dormido/a o despertandose durante la
noche?

14. Se ha sentido molesta o le han dado ataques de ira?

15. Ha tenido problemas consentrandose?

16. Se ha sentido alarmado/a o ha estado al asecho o en guardia?

17. Se ha sentido nervios/a o se sobresalta con facilidad?
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Appendix C
Life Events Checklist (LEC)
(Note: The English version of the LEC is available free of charge from the National PTSD
Center. Permission to use the English LEC must be attained from the National PTSD center
prior to use. Further information is available on available traumatic stress measures at
http://www.ptsd.va.gov/professional/pages/assessments/assessment.asp)

Lista de Revisión de Eventos de Vida
Abajo se enlista una serie de dificultades o cosas estresantes que le sucede a la gente en
ocasiones. Para cada evento, marque una de las columnas de la derecha para indicar que: (a)Le
sucedió a usted personalmente, (b) fue testigo de que le sucedió a alguien más, (c) me enteré que
eso le sucedió a alguien cercano a usted, d) no está seguro/a si aplica en su caso, e) no aplica en
su caso.
Marque solamente una respuesta para cada evento estresante que usted haya experimentado.
Para aquellos eventos a los que pudiera corresponderle más de una descripción, escoja la que
mejor corresponda.
Conforme vaya recorriendo la lista de eventos, asegúrese de tomar en cuenta toda su vida (desde
la infancia hasta la edad adulta).
Evento
1.

2.
3.

4.

5.

6.

7.

8.

Me
sucedió

Fui
testigo

Desastre natural (por ejemplo,
inundación, huracán, tornado,
terremoto)
Incendio o explosión
Accidente de transporte (por
ejemplo, accidente
automovilístico, accidente
marítimo, descarrilamiento del
tren, accidente aéreo)
Accidente grave en el trabajo,
hogar o durante actividades
recreativas
Exposición a sustancias tóxicas
(por ejemplo, químicos
peligrosos, radiación)
Agresión física (por ejemplo, ser
atacado/a, golpeado/a,
abofeteado/a, pateado/a, recibir
una paliza)
Agresión con un arma (por
ejemplo, recibir un balazo, una
puñalada, amenazado/a con una
navaja, pistola, bomba)
Agresión sexual (violación,
intento de violación, hacerlo
realizar cualquier tipo de acto
sexual a través o de la fuerza o
amenaza de daño)
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Me enteré
que pasó

No estoy
seguro/a

No aplica

9.
10.

11.

12.
13.
14.
15.
16.

17.

Otras experiencias sexuales no
deseadas o incómodas
Combatir o estar expuesto/a a una
zona de guerra (en lo militar o
como civil)
Cautiverio (por ejemplo, ser
secuestrado/a, plagiado/a,
tomado/a como rehén, prisionero
de guerra)
Enfermedad o lesión muy grave
Fuerte sufrimiento humano
Muerte repentina, violenta (por
ejemplo, homicidio, suicidio)
Muerte inesperada, repentina de
alguien cercano a usted
Lesión seria, daño o muerte que
usted le haya causado a alguien
más
Cualquier otro evento o
experiencia estresante
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Appendix D
Cuestionario DASS-21: Depression, Anxiety and Stress Scale (DASS), 21 item version
Favor de leer cada enunciado y encerrar en un círculo el número 0, 1, 2 ó 3 que indique que tanto aplicó
para usted el enunciado, en el transcurso de la semana pasada. No hay respuestas correctas o incorrectas.
No le dedique mucho tiempo a algún enunciado. La escala de calificación es como sigue:
0
1
2
3

No aplicó para mí en lo absoluto
Aplicó para mí hasta cierto grado o algunas veces
Aplicó para mí en grado considerable o muchas veces
Aplicó para mí bastante o la mayoría de las veces
1

Resultó difícil relajarme

0

1

2

3

2

Estuve consciente de la resequedad en mi boca

0

1

2

3

3

No pude experimentar ningún sentimiento positivo en absoluto

0

1

2

3

4

Tuve dificultad para respirar (por ejemplo, respirar demasiado rápido,
dificultad para respirar sin haber hecho esfuerzo físico).

0

1

2

3

5

Me resultó difícil tratar de tener iniciativa para hacer cosas

0

1

2

3

6

Tendí a reaccionar en forma exagerada ante las situaciones

0

1

2

3

7

Experimenté temblor (por ejemplo, en las manos)

0

1

2

3

8

Sentí que estaba muy inquieto/a

0

1

2

3

9

Estuve preocupado/a de aquellas situaciones en las que podía entrar en pánico
y hacer el ridículo

0

1

2

3

10

Sentí que no había nada por lo cual luchar

0

1

2

3

11

Sentí que me estaba agitando

0

1

2

3

12

Resultó difícil relajarme

0

1

2

3

13

Me sentí desanimado/a y triste

0

1

2

3

14

Estuve intolerante con cualquier cosa que me alejara de lo que estaba haciendo

0

1

2

3

15

Sentí que estaba a punto de entrar en pánico

0

1

2

3

16

Era incapaz de sentir entusiasmo por nada

0

1

2

3

17

Sentí que yo no valía mucho como persona

0

1

2

3

18

Me sentí especialmente malhumorado/a que yo era más bien una persona
delicada

0

1

2

3

19

Estaba consciente de mi ritmo cardíaco sin haber hecho esfuerzo físico (Por
ejemplo, sentir el aumento del ritmo cardíaco, falta de latido del corazón)

0

1

2

3
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20

Me asusté sin motivo

0

1

2

3

21

Sentí que la vida no tenía sentido

0

1

2

3

English Version of DASS
Please read each statement y circle the number 0, 1, 2, or 3 that indicates how much
the statement applied to you during the past week. There are no right or wrong
answers. Don‘t spend too much time on any one statement.
The rating scale is as follows:
0 Did not apply to me at all
1 It applied to me to a certain degree or sometimes
2 It applied to me to a considerable extent or often
3 It applied to be quite a bit or most of the time
1

I found it hard to relax

0

1

2

3

2

I was aware of dryness in my mouth

0

1

2

3

3

I couldn‘t experience any positive feelings at all

0

1

2

3

4

I experienced difficulty in breathing (for example, breathing too quickly,
difficulty in breathing due to lack of physical exercise).

0

1

2

3

5

It was hard for me to try to have the initiative to do things

0

1

2

3

6

I tended to overreact to situations

0

1

2

3

7

I had the shakes (for example, in my hands)

0

1

2

3

8

I felt I was using a lot of nervous energy

0

1

2

3

9

I was worried about situations where I might panic and look foolish

0

1

2

3

10 I felt there was not to hope for

0

1

2

3

11 I felt I was getting agitated

0

1

2

3

12 It was hard for me to relax

0

1

2

3

13 I felt disheartened and sad

0

1

2

3

14 I was intolerant of anything that distracted me from what I was doing

0

1

2

3
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15 I felt I was at the point of panicking

0

1

2

3

16 I was incapable of feeling enthusiasm about anything

0

1

2

3

17 I felt that I wasn‘t worth much as a person

0

1

2

3

18 I felt that I was sort of a delicate person

0

1

2

3

0

1

2

3

20 I became frightened for no good reason

0

1

2

3

21 I felt like had no meaning

0

1

2

3

19

I was aware of my heart rate because of lack of physical exertion (For example,
feeling an increased heart rate, lack of heartbeat)

149

Appendix E
Escala Multidimensional de Apoyo Social Percibido (Multi-Dimensional Scale of Social
Support-MSPSS)
Instrucciones: Nos interésa cómo se siente sobre los siguientes enunciados. Lea cada enunciado
cuidadosamente e indique cómo se siente al respecto.
Encierre en un círculo el ―1‖ si usted Está totalmente en desacuerdo
Encierre en un círculo el ―2‖ si usted Está parcialmente en desacuerdo
Encierre en un círculo el ―3‖ si usted Está ligeramente en desacuerdo
Encierre en un círculo el ―4‖ si usted es Neutral
Encierre en un círculo el ―5‖ si usted Está ligeramente de acuerdo
Encierre en un círculo el ―6‖ si usted Está parcialmente de acuerdo
Encierre en un círculo el ―7‖ si usted Está totalmente de acuerdo
1. Hay una persona especial que está cerca cuando yo la necesito.

1 2 3 4 5 6 7

2.

Hay una persona especial con quien puedo compartir mis penas y alegrías.

1 2 3 4 5 6 7

3.

Mi familia trata realmente de ayudarme.

1 2 3 4 5 6 7

4.

Obtengo la ayuda emocional y el apoyo que necesito de mi familia.

1 2 3 4 5 6 7

5.

1 2 3 4 5 6 7

6.

Tengo una persona especial que es una verdadera fuente de consuelo para
mí.
Mis amigos tratan realmente de ayudarme.

7.

Puedo contar con mis amigos cuando las cosas andan mal.

1 2 3 4 5 6 7

8.

Puedo hablar sobre mis problemas con mi familia.

1 2 3 4 5 6 7

9.

Tengo amigos con quienes puedo compartir mis penas y alegrías.

1 2 3 4 5 6 7

1 2 3 4 5 6 7

10. Hay una persona especial en mi vida a quien le interésan mis sentimientos.

1 2 3 4 5 6 7

11. Mi familia está dispuesta a ayudarme a tomar decisiones.

1 2 3 4 5 6 7

12. Puedo hablar con mis amigos acerca de mis problemas.

1 2 3 4 5 6 7
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English Version of MSPSS
Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & Farley, 1988)
Instructions: We are interested in how you feel about the following statements. Read each
statement carefully. Indicate how you feel about each statement.
Circle the ―1‖ if you Very Strongly Disagree
Circle the ―2‖ if you Strongly Disagree
Circle the ―3‖ if you Mildly Disagree
Circle the ―4‖ if you are Neutral
Circle the ―5‖ if you Mildly Agree
Circle the ―6‖ if you Strongly Agree
Circle the ―7‖ if you Very Strongly Agree
1.

There is a special person who is around when I am in need.

1

2

3

4

5

6

7

2.

There is a special person with whom I can share my joys and sorrows.

1

2

3

4

5

6

7

3.

My family really tries to help me.

1

2

3

4

5

6

7

4.

I get the emotional help and support I need from my family.

1

2

3

4

5

6

7

5.

I have a special person who is a real source of comfort to me.

1

2

3

4

5

6

7

6.

My friends really try to help me.

1

2

3

4

5

6

7

7.

I can count on my friends when things go wrong.

1

2

3

4

5

6

7

8.

I can talk about my problems with my family.

1

2

3

4

5

6

7

9.

I have friends with whom I can share my joys and sorrows.

1

2

3

4

5

6

7

10.

There is a special person in my life who cares about my feelings.

1

2

3

4

5

6

7

11.

My family is willing to help me make decisions.

1

2

3

4

5

6

7

12.

I can talk about my problems with my friends.

1

2

3

4

5

6

7
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Appendix F
COPE Breve (Español) (Brief COPE)
A continuación se ofrecen algunas maneras de hacerle frente a situaciones difíciles. Piense en
una situación difícil a la que tuvo que enfrentarse durante el año pasado. Queremos saber cómo
la enfrentó.
1 = No hice esto en lo absoluto
2 = Hice esto pocas veces
3 = Hice esto la mitad de las veces
4 = Hice esto bastante
1. Me puse a trabajar en otras actividades para dejar de pensar en la situación difícil.
1

2

3

4

2. Me esforcé mi esfuerzo en hacer algo sobre la situación en que me encuentro.
1

2

3

4

3. Me dije a mi mismo/a ―esto no es real‖.
1

2

3

4

4. Usé alcohol u otras drogas para sentirme mejor.
1

2

3

4

5. Obtuve apoyo emocional de otros.
1

2

3

4

6. Me di por vencido/a en mi intento por enfrentarlo.
1

2

3

4

7. Tomé medidas para tratar de mejorar la situación.
1

2

3

4
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8. Me negué a creer que había sucedido.
1

2

3

4

9. Me desahogué para dejar que salieran mis sentimientos desagradables.
1

2

3

4

10. Usé alcohol u otras drogas para ayudarme a superarlo.
1

2

3

4

11. Traté de verlo con otros ojos para que pareciera más positivo.
1

2

3

4

12. Traté de crear a una estrategia sobre qué hacer.
1

2

3

4

13. Obtuve consuelo y comprensión de alguien.
1

2

3

4

14. Me rendí en mi intento de hacerle frente.
1

2

3

4

15. Busqué algo positivo en lo que estaba sucediendo.
1

2

3

4

16. Me reí del problema.
1

2

3

4

17. Hice algo para dejar de pensar en el problema, como ir al cine, ver la televisión, leer, soñar
despierto/a, dormir o ir de compras.
1

2

3

4

18. Acepté el hecho de que en realidad sucedió.
1

2

3

4
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19. Expresé mis sentimientos negativos.
1

2

3

4

20. Traté de encontrar consuelo en mi religión o creencias espirituales.
1

2

3

4

21. Aprendí a vivir con el problema.
1

2

3

4

22. Pensé seriamente sobre qué medidas tomar.
1

2

3

4

23. Recé o medité.
1

2

3

4

24. Me burlé de la situación.
1

2

3

4
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English Version of Brief COPE
Brief COPE (Spanish)
Listed below are some ways to cope with difficult situations. Think of a difficult situation you
have had to face during the past year. We‘d like to know how you coped with it.
1 = I did not do this at all
2 = I did this a few times
3 = I did this half the time
4 = I did this quite a bit
1. I worked doing other activities in order to stop thinking about things.
2. I concentrated my effort on doing something about the situation I find myself in.
3. I told myself, ―This is not real.‖
4. I used alcohol or other drugs to make me feel better.
5. I got emotional support from others.
6. I gave up on trying to cope with it.
7. I took action to try to improve the situation.
8. I refused to believe it had happened.
9. I said things to avoid having my unpleasant feelings come out.
10. I used alcohol or other drugs to help me overcome it.
11. I tried to take a different view of it so that it would look more positive.
12. I tried to devise a strategy about what to do.
13. I got comfort and understanding from someone.
14. I faltered in my attempt to cope with it.
15. I looked for something good in what was happening.
16. I laughed at the problem.
17. I did something to stop thinking about the problem, like going to the movies, watching
television, reading, daydreaming, or going shopping.
18. I accepted the reality of what has happened.
19. I expressed my negative thoughts.
20. I tried to find solace in my religion or spiritual beliefs.
21. I learned to live with the problem.
22. I thought seriously about what steps to take.
23. I prayed or meditated.
24. I made fun of the situation.
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Appendix G
Lista sobre uso de Alcohol (Time-Line Follow-Back for Alcohol)
Instrucciones: Por favor indique cuantas bebidas alcoholicas estándar tomo en cada uno
de los pasados 30 dias. Por favor deje el espacio en blanco si no tomo ninguna bebida ese dia.
Dia

Numero de bebidas estándar

1

lunes, 05 de octubre de 2009

2

martes, 06 de octubre de 2009

3

miércoles, 07 de octubre de 2009

4

jueves, 08 de octubre de 2009

5

viernes, 09 de octubre de 2009

6

sábado, 10 de octubre de 2009

7

domingo, 11 de octubre de 2009

8

lunes, 12 de octubre de 2009

9

martes, 13 de octubre de 2009

10

miércoles, 14 de octubre de 2009

11

jueves, 15 de octubre de 2009

12

viernes, 16 de octubre de 2009

13

sábado, 17 de octubre de 2009

14

domingo, 18 de octubre de 2009

15

lunes, 19 de octubre de 2009

16

martes, 20 de octubre de 2009

17

miércoles, 21 de octubre de 2009

18

jueves, 22 de octubre de 2009

19

viernes, 23 de octubre de 2009

20

sábado, 24 de octubre de 2009

21

domingo, 25 de octubre de 2009

22

lunes, 26 de octubre de 2009

23

martes, 27 de octubre de 2009

24

miércoles, 28 de octubre de 2009

25

jueves, 29 de octubre de 2009
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26

viernes, 30 de octubre de 2009

27

sábado, 31 de octubre de 2009

28

domingo, 01 de noviembre de 2009

29

lunes, 02 de noviembre de 2009

30

martes, 03 de noviembre de 2009

English Version of Alcohol Time-Line Follow Back
Instructions: Please indicate the number of standard alcohol drinks you have consumed each
day in the past 30 days. Please leave the space blank if you did not drink that day.
Day

No. of Standard Drinks

1

Monday, October 05, 2009

2

Tuesday, October 06, 2009

3

Wednesday, October 07, 2009

4

Thursday, October 08, 2009

5

Friday, October 09, 2009

6

Saturday, October 10, 2009

7

Sunday, October 11, 2009

8

Monday, October 12, 2009

9

Tuesday, October 13, 2009

10

Wednesday, October 14, 2009

11

Thursday, October 15, 2009

12

Friday, October 16, 2009

13

Saturday, October 17, 2009

14

Sunday, October 18, 2009

15

Monday, October 19, 2009

16

Tuesday, October 20, 2009

17

Wednesday, October 21, 2009

18

Thursday, October 22, 2009

19

Friday, October 23, 2009

20

Saturday, October 24, 2009
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21

Sunday, October 25, 2009

22

Monday, October 26, 2009

23

Tuesday, October 27, 2009

24

Wednesday, October 28, 2009

25

Thursday, October 29, 2009

26

Friday, October 30, 2009

27

Saturday, October 31, 2009

28

Sunday, November 01, 2009

29

Monday, November 02, 2009

30

Tuesday, November 03, 2009
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Appendix H
Lista de cigarrillos fumados (Time-Line Follow-Back for Cigarettes)
Instrucciones: Por favor indique cuantos cigarrillos ha fumado en cada uno de los pasados 30 dias:
(Por favor deje el espacio en blanco si no fumó ese dia)
Dia

Número of Cigarrillos

1

lunes, 05 de octubre de 2009

2

martes, 06 de octubre de 2009

3

miércoles, 07 de octubre de 2009

4

jueves, 08 de octubre de 2009

5

viernes, 09 de octubre de 2009

6

sábado, 10 de octubre de 2009

7

domingo, 11 de octubre de 2009

8

lunes, 12 de octubre de 2009

9

martes, 13 de octubre de 2009

10

miércoles, 14 de octubre de 2009

11

jueves, 15 de octubre de 2009

12

viernes, 16 de octubre de 2009

13

sábado, 17 de octubre de 2009

14

domingo, 18 de octubre de 2009

15

lunes, 19 de octubre de 2009

16

martes, 20 de octubre de 2009

17

miércoles, 21 de octubre de 2009

18

jueves, 22 de octubre de 2009

19

viernes, 23 de octubre de 2009

20

sábado, 24 de octubre de 2009

21

domingo, 25 de octubre de 2009

22

lunes, 26 de octubre de 2009

23

martes, 27 de octubre de 2009

24

miércoles, 28 de octubre de 2009

25

jueves, 29 de octubre de 2009

26

viernes, 30 de octubre de 2009
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27

sábado, 31 de octubre de 2009

28

domingo, 01 de noviembre de 2009

29

lunes, 02 de noviembre de 2009

30

martes, 03 de noviembre de 2009

English Version of Cigarette Time-Line Follow Back
Instructions: Please indicate the number of cigarettes you smoked each day in the past 30 days.
Please leave the space blank if you did not smoke that day.
Day

No. of Cigarettes

1

Monday, October 05, 2009

2

Tuesday, October 06, 2009

3

Wednesday, October 07, 2009

4

Thursday, October 08, 2009

5

Friday, October 09, 2009

6

Saturday, October 10, 2009

7

Sunday, October 11, 2009

8

Monday, October 12, 2009

9

Tuesday, October 13, 2009

10

Wednesday, October 14, 2009

11

Thursday, October 15, 2009

12

Friday, October 16, 2009

13

Saturday, October 17, 2009

14

Sunday, October 18, 2009

15

Monday, October 19, 2009

16

Tuesday, October 20, 2009

17

Wednesday, October 21, 2009

18

Thursday, October 22, 2009

19

Friday, October 23, 2009

20

Saturday, October 24, 2009

21

Sunday, October 25, 2009
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22

Monday, October 26, 2009

23

Tuesday, October 27, 2009

24

Wednesday, October 28, 2009

25

Thursday, October 29, 2009

26

Friday, October 30, 2009

27

Saturday, October 31, 2009

28

Sunday, November 01, 2009

29

Monday, November 02, 2009

30

Tuesday, November 03, 2009
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Appendix I
Lista de uso de drogas (Time-Line Follow-Back for Other Drugs)
Instrucciones: Por favor indique cuantas veces ha usado las siguientes drogas en cada uno de los pasados 30 dias:
(Por favor deje el espacio en blanco si no uso ninguna droga ese dia)
Dia
1

Marihuana
lunes, 05 de octubre de 2009

2
3
4
5
6
7
8

martes, 06 de octubre de 2009
miércoles, 07 de octubre de 2009
jueves, 08 de octubre de 2009
viernes, 09 de octubre de 2009
sábado, 10 de octubre de 2009
domingo, 11 de octubre de 2009
lunes, 12 de octubre de 2009

9
10
11
12
13
14
15
16

martes, 13 de octubre de 2009
miércoles, 14 de octubre de 2009
jueves, 15 de octubre de 2009
viernes, 16 de octubre de 2009
sábado, 17 de octubre de 2009
domingo, 18 de octubre de 2009
lunes, 19 de octubre de 2009
martes, 20 de octubre de 2009

17
18
19
20

miércoles, 21 de octubre de 2009
jueves, 22 de octubre de 2009
viernes, 23 de octubre de 2009
sábado, 24 de octubre de 2009
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Heroina/Opioides

Cocaina

Metanfetaminas

domingo, 25 de octubre de 2009

21
22
23
24
25
26
27

lunes, 26 de octubre de 2009
martes, 27 de octubre de 2009
miércoles, 28 de octubre de 2009
jueves, 29 de octubre de 2009
viernes, 30 de octubre de 2009
sábado, 31 de octubre de 2009

28
29
30

domingo, 01 de noviembre de 2009
lunes, 02 de noviembre de 2009
martes, 03 de noviembre de 2009

English Version of the Time-Line Follow-Back for Other Drugs
Instructions: Please indicate the number of time syou used each drug below each day in the past 30 days.
(Please leave the space blank if you did not use any drug that day.)
Dia
1
2
3
4
5
6
7
8
9
10

Marijuana
Monday, October 05, 2009
Tuesday, October 06, 2009
Wednesday, October 07, 2009
Thursday, October 08, 2009
Friday, October 09, 2009
Saturday, October 10, 2009
Sunday, October 11, 2009
Monday, October 12, 2009
Tuesday, October 13, 2009
Wednesday, October 14, 2009
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Heroin/Opioids

Cocaine

Methamphetamines

11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

Thursday, October 15, 2009
Friday, October 16, 2009
Saturday, October 17, 2009
Sunday, October 18, 2009
Monday, October 19, 2009
Tuesday, October 20, 2009
Wednesday, October 21, 2009
Thursday, October 22, 2009
Friday, October 23, 2009
Saturday, October 24, 2009
Sunday, October 25, 2009
Monday, October 26, 2009
Tuesday, October 27, 2009
Wednesday, October 28, 2009
Thursday, October 29, 2009
Friday, October 30, 2009
Saturday, October 31, 2009
Sunday, November 01, 2009
Monday, November 02, 2009
Tuesday, November 03, 2009
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Appendix J
Daily Online Questions
Nombre de Usuario: __________
Fecha de Hoy: __________
¿Aproximadamente cuantas horas estuvo hoy en Ciudad Juárez? (por favor escriba 0 si no
estuvo hoy en Ciudad Juárez; por favor escriba 24 si estuvo en Ciudad Juárez todo el día)
________ horas
¿Si estuvo en Ciudad Juárez hoy, en que actividades participo usted? (Marque todas las que
apliquen)
Familia __________
Amigos __________
Trabajo __________
Negocios o compras __________
Antro/bar/club __________
Otro: (por favor especifique) ________________________________________
¿Que tanto miedo sintió usted hoy como resultado de la violencia y la presencia de ejército en
Ciudad Juárez?
0
1
2
3
4
5
6
Nada
Algo
Extremadamente

¿Que tanta impotencia sintió usted hoy como resultado de la violencia y la presencia de ejército
en Ciudad Juárez?
0
1
2
3
4
5
6
Nada
Algo
Extremadamente
¿Que tanto horror sintió usted hoy como resultado de la violencia y la presencia de ejército en
Ciudad Juárez?
0
1
2
3
4
5
6
Nada
Algo
Extremadamente
¿Cuantas cervezas de 355ml (12oz) consumió en las últimas 24 horas? __________
¿Cuantas caguamas 940ml (32oz) consumió usted en las últimas 24 horas? __________
¿Cuantas copas de vino de 148ml (5oz) consumió usted en las últimas 24 horas? __________
¿Cuantos shots de 44ml (1.5oz) consumió usted en las últimas 24 horas? __________
¿Cuantas bebidas preparadas consumió usted en las últimas 24 horas? __________
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¿Cuantos cigarros fumó en las últimas 24 horas? __________
¿Consumió alguna droga en las últimas 24 horas?
Sí
No
¿Si consumió alguna droga en las últimas 24 horas, Por favor describa que y que cantidad tomó.
__________________________________
¿Que tanto cree usted que a usado alcohol o otras sustancias para sobrellevar la violencia y la
presencia del ejército en Ciudad Juárez?
0
1
2
3
4
5
6
Nada
Algo
En Extremo

PCLS-Específico
Instrucciones: En seguida encontrará una lista de quejas y problemas que las personas pueden tener
cuando han sido expuestas a violencia relacionado con el narcotráfico u hostilidad y maltrato militar.
Por favor lea las preguntas con cuidado, y marque uno de los números a la derecha para indicar que
tanto lo ha afectado el problema en las últimas 24 horas.
Nada
1

2

3

4

Extremádamente
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1. Ha tenido recuerdos, pensamientos o imagenes inquietantes que
ocurren repetidamente debido a la violencia relacionado con el
narcotráfico u hostilidad y maltrato militar?

2. Ha tenido sueños perturbantes que ocurren repetidamente debido a
la violencia relacionado con el narcotráfico u hostilidad y maltrato
militar?

3. De súbito ha tenido la sensación o ha actuado como si una
experiencia debido a la violencia relacionado con el narcotráfico u
hostilidad y maltrato militar esta repitiendose (como si la estuviera
reviviendo) ?

4. Se ha sentido muy molesto cuando algo le recuerda una(s)
experiencia(s) que involucró(aron) la violencia relacionado con el
narcotráfico u hostilidad y maltrato militar?
5. Ha tenido reacciones físicas( ej. palpitaciones, dificultad para
respirar, sudoración) cuando algo le recuerda una(s) experiencia(s)
que involucró(aron) la violencia relacionado con el narcotráfico u
hostilidad y maltrato militar?
6. Ha evitado pensar o hablar acerca una(s) experiencia(s) que
involucró(aron) la violencia relacionado con el narcotráfico u
hostilidad y maltrato militar?
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1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

7. Ha evitado actividades o situaciones debido a que le recuerdan
una(s) experiencia(s) que involucró(aron) la violencia relacionado
con el narcotráfico u hostilidad y maltrato militar?
8. Ha tenido problema recordando partes importantes de una(s)
experiencia(s) que involucró(aron) la violencia relacionado con el
narcotráfico u hostilidad y maltrato militar?

9. Ha perdido el interés en actividades que disfrutaba en el pasado?

10. Se ha sentido alejado/a o distante de otras personas?

11. Se ha sentido emocionalmente bloqueado /a sin poder tener
sentimientos amorosos hacia las personas cercanas a Ud?

12. Ha sentido como si su vida se va a acabar de repente pronto?

13. Ha tenido problemas quedándose dormido/a o despertandose
durante la noche?

14. Se ha sentido molesta o le han dado ataques de ira?

15. Ha tenido problemas concentrandose?

16. Se ha sentido alarmado/a o ha estado al asecho o en guardia?

17. Se ha sentido nervios/a o se sobresalta con facilidad?

(Note: The English version of the PCL-S is available free of charge from the National PTSD
Center. Permission to use the English PCL must be attained from the National PTSD center
prior to use. Further information is available on available traumatic stress measures at
http://www.ptsd.va.gov/professional/pages/assessments/assessment.asp)
Daily Online Questions (English)
Username: __________
Date: __________
Approximately how many hours of the day were you in Ciudad Juárez in the past 24 hours?
(Please write 0 if you were not in Ciudad Juárez at all; please write 24 if you were in Ciudad
Juárez for the entire day)
______ hours
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¿If you were in Ciudad Juárez today, what activities did you participate in? (Please mark all that
apply)
Family __________
Friends __________
Work __________
Business or shopping __________
Antro/bar/club __________
Other: (please specify) ________________________________________
How much fear did you feel today as a result of the violence and the presence of the Mexican
Federal Army in Ciudad Juárez?
0
1
2
3
4
5
6
Not at all
Somewhat
Extremely

How much helplessness did you feel today as a result of the violence and the presence of the
Mexican Federal Army in Ciudad Juárez?
0
1
2
3
4
5
6
Not at all
Somewhat
Extremely
How much horror did you feel today as a result of the violence and the presence of the Mexican
Federal Army in Ciudad Juárez?
0
1
2
3
4
5
6
Not at all
Somewhat
Extremely
How many 355ml (12oz) beers did you drink in the past 24 hours? __________
How many 940ml (32oz) caguamas (beers) did you drink in the past 24 hours? __________
How many glasses of wine (148ml, 5oz) did you drink in the past 24 hours? __________
How many shots (44ml, 1.5oz) did you drink in the past 24 hours? __________
How many mixed drinks did you drink in the past 24 hours? __________
How many cigarettes did you smoke in the past 24 hours? __________
Did you take any other drugs in the past 24 hours?
Yes
No
If you did use any illicit drug in the past 24 hours, please describe which drug(s) and how much
you took.
__________________________________
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How much do you believe you used alcohol or other drugs to cope with the violence and the
presence of the Mexican Federal Army in Ciudad Juárez?
0
1
2
3
4
5
6
Not at all
Somewhat
Extremely
Note: The English version of the PCL-S adapted for the daily portion of this study is available
free of charge from the National PTSD Center. Permission to use the English PCL must be
attained from the National PTSD center prior to use. Further information is available on
available traumatic stress measures at
http://www.ptsd.va.gov/professional/pages/assessments/assessment.asp
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Appendix K
Participant Reminder Card
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Appendix L
Researcher Participant Log
Fecha de
Fecha de
Participante

Orientación

Contacto preferido

Calificacion

Login

Regresar

Fecha de

PCL mas

Ausenc

Ausen

Ausenci

Fecha de

ID

Planeado

Contactar

alta

ia 1

cia 2

a3

Regresar Actual

(un dia

(telefono o correo)

Ejemplo

29/01/2010

tjtaylor@miners.ut

mefirs

ep.edu

t

10/02/2010

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
…N
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antes de

(> 34,

(o si no regresa el

regresar)

mencionar)

participante)

09/02/2010

22

√

√

13/02/2010

Planned
Date of
Participant

Orientation

Contacto preferido

Highest

Return date

Login

return

Contact

daily PCL

Absence

Absence

Absence

(or drop-out

ID

date

day

score

1

2

3

indicator)

√

√

(telephone or

(> 34,

email)

mention)

tjtaylor@miners.ut
Example

29/01/2010

ep.edu

mefirst

02/10/10

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
…N
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02/09/2010

22

2/13/2010
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